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This is the final rePort” bl Ulie firets year-evaluation of the Head

O

INTRODUCT LON

Start/Medicaid Barly and Periodic Screening, Diagnosis and Treat-
ment (EPSDT) Collaborative Bffort, a demonstration program that
was initiated by the Office of Child Development (OCD)/UEW in
1974. In dinitiatinyg the program, OCD/HEW se: forth the following

objectives:

. Lo assess the boenefits in terms of increased services
for both llead Start and non-liead Start children

and to establish the dollar value of these services

to determine any barriers which prevent the IHead

start program from making maximum use of Medicaicd/
EPSDT to pay for required health services provided
to Medicaid eligible children in local prograams

. to analyze long-term program and policy issues

concerning Head Start services to young children as
a basis for improving Liose services in llead Start/
Medicaid EPSDT.

This report, which has been prepared by Boone, Young & Associates,
a private consulting firm under contract with OCD/HEW to evaluate
the Head Start/EPSDT Collaborative Effort, presents and analyzes

data collected during the first year of the program. It also

sets forth key policy corsiderations based on study findings.
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In evaluating the collaborative cffort, the report examines the

o
a1}
™
L%
L8
rr
e
r\:
i
o
o
b
w
o]

T the program strategles chosen by par:icipating
projects, and throuch this evaluation, secks to providz: direction

for policy and program planning.

The interim report provided a detailed analysis of the programs

ollaborative aeffort, and included
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in=-depth tabular compilations. The final report
history of lcad Start and BEPSDT only insofar as they have a bearing

on the collaborative effort. Likewise, only those tables and data

L

i
]
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analyses germane to the evaluation, key findings, and policy

|
I

considerations are included here. Reade

] J
\m

s wishing a more compre-
hensive overview of the llead Start and [PSDT programs and a more
inclusive presentation of study data are requested to consult

the interim report. All tables presented in the interim report

are included in the final report as Appendix A.
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OCD staff for its cooperation in implementing the evaluation study
design. We also wish to expressly thank the staff of the funded

projects, without whose cooperation this study could not have
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ORGANT ZNTTON OF 'R FINAL REPORYT

Section I presaonts a summary of the major findings, crucial
problems, and key palicy considerations ascertained from the
study by specific issuo area.

Seretion TT prescents background information on the EPSDT and
Head Start Programs and the Collaborative Efrort.

Section TT1T describes the study methodology employed in the
evaluation.

Secticn 1V discusses the nrganization and operation of tihn
Head Start/LPSDT Collaborative Effort.

Section V examines Medicaid certification results and revicws
prior health care status of participating children.

Section VI analyzes the provision of health services during the
first year of the gllabgfatiVE ceffort.

Section VII otfers an analysis of the state EPSDT plans and
compares these to the Head Start Program Performance Standards.

Séct’@ﬂ VIIL cites the technical assistance nceds of the

section IX provides cost utilization factors related to the
ollaborative effort.

Appendix A - Tables From Interim Report

Data Processing
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Appendix

Appendix C - Profile on IMPD Projects



I: SUAMARY OF MAJOR PITHDINGS, CRUCTAL PROBLEMSG AND KoY
POLICY CONSLIDERATIONS

M

This secsion summarizes the major findings of the first year

,

avaluation of the lead Start/BLshr Collaborative Bilort and
prasents the crucial problems and key policy considerations
for the following issue arcas:

1. Mediecald certification for liecad Start and non-
llead start children

2., PFrevious health care status of llead Start and
non-tlead Start children

3. Receipt of héalth services during the first year

4, LPSDT reimbursable services provided/obtained
during the first year

5, Supportive services provided to non-Head Start
chilldren

6. Comparison of Head Start Program Performance
Standards and State EP5SDT Plans

7. Analysis of Stalbe EPSDT plans and providers'
performance

B. Cost utilization factorsg pertaining to service
delivery
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9. Technical assistance needs of
characteristics.
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ssessing Lhe first year evaluation, soveral conclusions
may be drawn from the first year findings. TFirst of all, the

]

Head Start projects woere reasonably successful in accomplishing
the objectives of Uhe collaborative effort. Many Head Start
children were scrooned during bhe {irst year, cven though thoy
woere not always Medicaid certified. Morever, in the projects

selected for in~depth study, there was much concentrated

effort to assurce the completion of scrvices.

Secondly, and on the positive side, Head Start programs initiated
relationships with many public welfare, health and social service
agencies, and private scctor providers, and reinforced existing
contact with such groups. In some target states, Head Start
programs stimulated greater interest in EPSDT within local com-

munities and among concerned state agencies.

collaborative effort was to increase

m«

The major objective of th
health services to children ages 0-6 through effective utiliza-
tion of the EPSDT program by Head Start. In order to accomplish
this task, OCD awarded supplemental grants to 200 Head Start
projects whose main responsibility would be to devise specifi
program strategies to carry out OCD's objectives. These grants
were awarded on the basis of applications submitted by the pro-
grams which described the potential andractual Medicaid/EPSDT

population within Head Start and the surrounding community, and

ERIC f 10
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their plans for nounting an el foctive collaborative cf{fort.
The projects scelectoed constituted Lhe national sample for the
evaluation study., Thivty of these wesoe selectod for in=depth

analysis.

The projects represented a wide spectrum of the national lead
start program but showed a strong rural bias despite the high
incicdence of Head Start programs in low-income urban areas
generally. Many ethnic, cultural and linguistic groups, includ-
ing blacks, Chicanos, American Indians, poor whites were part

of the national sample. Also, specific Head Start projects--
the Indian and migrant workers' demonstration projects (IMPD)-=
were included. The numbers o children receiving Head Start
gservices in individual projects ranged from 60 to 2,500. 1In
choosing the selected sample of thirty projects, efforts were

made to insurc that the seclected group approximated the charac-

OCD established several priorities for these demonstration
projects during the first yvear. The most important priority

was to provide EPSDT services to as many Medicaid eligible’

=

flead Start children as possible and enroll in Medicaid the

maximum numbers of Head Start children not yet certified by

11
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the medical assistance program. As a sccond priority, Heacl
Start projects were Lo conduck comnunibty-wide rocrulbing for
non-flead sStart Medicald eligible children.,  rFor this population,
abso, Lhe projochs were Lo assure covbificabion of Lhe tledicaild

eligible childyen,

During the first yvear of the collaborvdative of fort, the Head
Start projects veached 129,234 Head start and non-flead Start
children, (This figure was calculated by extrapolating the
total number of children reporbted screcned, 95,997, by 147
projects to the universe of 198 proygrams that had received
supplemental grants.) For children diagnosed or treated, the
extrapolated number for the 198 programs is 26,933 children.

For the lecad Start project

i

, the first year of operation for
the collaborative cffort was primarily a developmental period,
E I L

eriences. During this

with many trial and error learning cjy
period, the demonstration projects had to phase in the col-
laborative effort as well as familiarize themselves with the

various forms being used in the evaluation study,

Many did not realize the potential for scervices to non-Head
Start children through utilization of communily resources. In
some cases, too, the projects were stymied by the reaction of
public agencies or the difficulty of intermeshing with the

state FEPSDT system. Reviewing the level of participation in

12




terms of number of children against the generally limited tech-
nical support received by the denonstration projects, the level
of activity--greatly varied among individual projects--is under-

standable and, in some instances;, commendable.

The major findings and policy considerations, as well as crucial

problems related to these, are detailed below by issue area.



1-6

Issue Arca 1l: The extent to which the projects achieved
B Medicald certification for Head Start and
non-liead Start children.

FINDINGS :

. Head Start p:@je:ts were le1sanably
successful in reaching and reviewing
chlldran for Medicaid eligibility,
but the majority of children--both
llead Start and non-Head Start--who
were repo.ted as Medicaid certified
began the EPSDT Collaborative Effort
with that status (60%) (17,989 out
of 25,737).

The projects were more successful

in reaching and reviewing non-llead
Start children for Medicaid eligi-
bility, but the majority of the non-
llcad Start youngsters were the sib-
lings of Head Start enrollees who
wvere already certified, rather than
giblings in those llead Start families
believed eligible but not yet certi-
fied.

The projects were highly successful
in obtaining Medicaid certification
for non-Head Start children who had
not been certified prior to entry
into the collaboration (83%, or
10,178 out of 13,277). They were
Jcss,suzcc%qful with the Head Start
population (30%, oxr 14,684 out of
18,912), reflecting p@sglble dis-
crepancies between the eligibility
standards for Medicaid and lead
Start.

The parent involvement component was
qgencrally useful in providing for
outreach, screening, and establishing
Medicaid eligibility, particularly
for the siblings of non-Head Start
children.

14




There were wide variations among re-
gions and among selected projects in
the numbers of children—--lead Start
and non-Head Start--for whom Medicaid
certification was achieved.

Limited staff resources and the lack

of clarity as to the degree of involve-
ment by Head Start staff in the recruit-
ment of non-Head Start, non-sibling
children were apparently important ad-
verse factors in reaching these children.

The differences in eligibility stan-=
dards for Medicaid and Head Start ser=
vices may have affected the number of
children who were found to be Medicaid
eligible by the projects. States with
appreciably low Medicaid standards may

.have been unable to accept low-income

children recruited by the Head Start
projects for the collaborative effort.

Many children apparently experienced
considerable fluctuation in their
Medicaid status over the year, with
possible detrimental results for health
care continuity.

POLICY CONSIDERATIONS:

Systematic planning, including reliable
estimates of the number of children to

be served and information on the type

of supportive scrvices available, would

be likely to cnhance certification efforts
through improved deployment of staff re-
sources.

Local Head Start programs could use stan=-
dardized procedures for assecssing Medicaid
eligibility by Head Start programs so that
the accuracy of Medicaid certification re-
ferrals might be increased. Also, review

15
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'DT E7Lq;bL11ty for Head Start Eﬁfalléec
becaus.: of some states' low=income criteria.

Head Start programs could establish closer
working relationships with local E¥SDT
agencies to speed the determination and
certification process of ‘a referral child.

The number of potentially eligible chil-
dren brought into EPSDT could be increased
were the projects given greater assistance
in developing outreach techniques, and
were greater stress placed on the demon-
strably successful parent involvement com-
ponent.

(ln dallars) tend to be mlnimal betwaen
Medicaid and Head Start, OCD may wish to
review with SRS the feasibility of providing
Medicaid certification to low-income, pre-
school children on the basis of their enroll-
ment in Head Start.

P
o



Issue Area 2: Previous health care status of llead Start
and non—Head Start children. ...

. DNearly all of the previously enrolled
Head Start children (92% or 6,792 out
of 7,343) had received screening ser-
vices primarily through Head Start
prior to entry into the EPSDT effort,
and Medicaid certification or eligi-
bility was not a factor in receipt of
these services.

. Few projects reported children--Head
Start or non-Head Start--who received
mental health; medical, and nutritional
services prior to entry into EPSDT.

. Non-Head Start children who had received
health services prior to entering EPSDT
were primarily Medicaid certifyed and
siblings of Head Start enrollees.

PROBLENS :

The availlability of various health ser-
vices in a local area, with some com-
munities apparently having significantly
greater resources than others, may have
determined the incidence of prior health
care to some degree in any particrular
region.

The similarity in incidence between

Head Start and non-Head Start children
who received screening services prior

to EPSDT entry may reflect the concen-
tration by some Head Start programs in
providing family health services rather
than focusing on the needs of the c¢n-
rolled Head Start child, alone. Apparent
emphasis in the projects on supplying
dental scrvices for Head Start enrollecs

may explain the relatively lower ratec of

dental care for non-Head Start children.

17




POLICY CONSIDERATIONS :

Head Start programs might be encouraged

to arrange for family health services,
thereby ensuring that all family members,
including children, are provided compre-
hensive care. Similarly, the projects
could be assisted in defining their
responsibility for recruiting participants
beyond the immediate Head Start family as
part of thg Head Start performance stan-
dards. '

Limitations! in some state plans for Medi-
caid/EPSDT zould be overcome through im-
plementation of national standards for
the provisicn of health services to low=
income, pre=-gchool children.

Greater assistance for lead Start programs
in improving utilization of community health
resources wouyld result in expanded screen-
ing services through augmentation of the
programs' own capabilities.

Additional assiscance for lead Start pro-
grams would enable them to become more

aware of the overall developmental health
of pre-school children. Particular stress

could be placed on nutritional and mental
health development.

18




Issue Area 3: The extent to which the projects provided/
" obtained health services for lHead Start and
non~Head Start children during the year.

FINDINGS :

. There was a fourfold increase in the
number of children SCfEEﬂEd this year
compared to last year., The vast ma-
jority of children screened (86%, or
82,782 out of 95, 997) were lead Start
enrollees. Most of these screenings,
however, were incomplete at the time
of reporting. Although there was an
increase in the number of non-Head
Start children screened, it was ncl
as great.

. Although relatively large numbers of
children were screened, only one out
of five were diagnosed or treated.
For those treated, acute or chronic
care was most often provided for
both Head Start and non-Head Start
children; and each child received 2.6
units of treatment.

PROBLEMS :

. The availability of particular health _
services in a given area again influenced
the incidence of their receipt this.year,
particularly psychological and nutritional
services.

The lack of information about the nature
or guality of screening and other health
services provided limits the assessment

about the impact of these services upon

the health status of the children.

19
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. The relatively large number of Head
Start children participating who were
ineligible for Medicaid or of unknown
status means that the Head Start proj-
ects most likely had to pay for services
rendered from their own program resources,
even if the services were available through
the state EPSDT plan.

. As 1in the case of the prev1@ua year,
f dental care was the most prévalﬁnt type

Df health service plDVldEd Therc was
a fourfold increase in the number of
children reported this year.

. More than 90% (8,800 out of 9,623) of
the Head Start and non-Head Start chil-
dren who were reported having mental
health services received psychological
testing (type of test administered un-
known) but few were counseled or re-
ferred for further services.

. Nutritional services were again the
least fregquently provided. A greater
number of children receiving thesge
services were referred for additional
assessment compared to other health
services.

. Medicaid certification appeared to be
unrelated to the receipt of health
services, as the proportion of Head
Start and non-Head Start Medicaid
certified children was almost cqual to
those who were ineligible or of unknown
status.

POLICY CONSIDERATIONS :

. The screening package mandated for Head
Start children might be defined in greater
detail (test specification, for instance)
to assure measures of comparability among
Head Start programs, as has been reflected
on the 1975 revision of the Head Start per-
formance standards. .

20




Further studies regarding the quality
of health services received could pro-
vide the basis for revising standards
for health care.

Additional program resources to Head
Start projects would greatly enhance
their capability in providing services
to families of Head Start children.

The parent involvement component could
be particularly useful toward this end.

o1
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Issue Area 4: Extent to which the projects were able to provide/

. + . o s.0btain «directe«EPSDT. redmbursable-sarvices. Fors »
eligible children.

FINDINGS:
Only two Head Start projects obtained direct
reimbursement by Medicaid EPSDT, either as
vendor or through purchase of health service
agreenments.

PROBLENS :

There was only one contract reported between

a public agency and a Head Start p:Dject.
Relationships were generally qguite. in-

formal, with minimal assistance or support
provided by public agencies to Head Start
projects. In fact, many PijEEES reported
resistance by public agencies, particularly

at the local level, regarding Head Start roles
in EPSDT delivery.

Many projects relied on previous patterns of
health service arrangements in the case of
Head Start children, possibly minimizing the
use of Medicaid.

POLICY CONSIDERATIONS:

The EPSDT coordinator ¢ould be trained to

have close familiarity with Head Start program
objectives and health~related matters so

that there can be full integration of the
EPSDT effort into the overall Head Start program.
The position will benefit in this regard, should
it be made full-time and be placed under the
supervision of the health services coordinator.

0Ch might encourage more reimbursement relation-
ships through ensuring that the projects have
available full information on the availability
of EPSDT services in their areas.




Iésue Arpga 5: Extent tc which supportive services were provided
to non-Head Start children.
. -

* -

FINDINGS !

. There were limitations on the level and
adequacy of supportive services provided
to non-Head Start children. The Head
Start projects were the major providers
of these services to non-Head Start chil-
dren, suggesting a general understanding
of intent of the EPSDT Collaborative Effort.
The parent involvement component was the
most effective tool in outreach to non-
Head Start children.

PROBLENMS :

. Drevious approaches to providing supportive
services in the Head Start programs were
generally maintained during the collaborative
effort, limiting the provision of support-
ive services to non-Head Start population.

. Public agencies tended to focus their sup-
portive services on follow-up rather than
outreach, again limiting the number of non-
lead Start children served. The voluntary
sector proved to be of minimal help to the
projects in delivering supportive services.

.  The non-llead Start child was less likely to
receive follow-up services, particularly
verification, possibly related again to
emphasis by the projects on previous patterns
of supportive services delivery.

Recordkeeping for non-llead Start children
was considerably weaker than - for Head Start
children, possibly the result of a lack of
resources in the projects.

29




POLICY CONSIDERATIONS:

. Better coordination between Head Start
projects and public agencies would provide
more consistent and expanded delivery of
supportive services to non-Head Start chil-
dren. The projects might also seek reim-
bursement for these services provided they
are part of the state EPSDT plan.

Head Start projects might be encouraged to
utilize more fully whatever resources are
available in the voluntary sectox for de-
livery of supportive services, particularly
in the areas of outreach.

.~ Head Start programs might be encouraged to
use the parent involvement component to the
fullest extent to ensure that all siblings(-.
of Head Start enrollees become participants
in the EPSDT effort, thereby also expanding
provision of supportive services. .Lfkéwise,
door-to-door contact could be used more exten=
sively as an outreach technique

Requirement of recordkeeping on the provision
of services to non-llead Start children by

the projects would both maximize supportive
service delivery and improve procedural
gquality in all aspects of the collaborative
effort.




Issue Area 6: Comparison of Head Start Program Performance
Standards and state EPSDT plans.

FINDINGS :

. The state plans' description of supportive
services is particularly limited, and may
not provide the same degree of delivery as
Head Start potentially could.

- There is no uniformity regarding the types
and quality of services provided among the
various states.

PROBLEMS :

. With the exception of California, none of
the states provide a mechanism for consumer
participation in their EPSDT plans.

. Although most states cite the importance in
their plans of coordination with existing
health resources, none specify procedures
for ensuring that linkage does occur.

. Lack of specificity and uniformity in regard
to types and levels of service provided,
complicates the collaborative process for
an agency such as Head Start, and necessitates
a state by state analysis of the health
benefit package.

. In those states which provide reimbursement
for the entire screenlﬂg packngc, Nead SEaTt,
even 1f 1t achieves vendor status, may not

be ablé ta r2221ve rélmbursement unLeas IL

Sclv;ces

POLICY CONSIDERATIONS :

Development of uniform national standards
for EPSDT plans, by types and levels of
services, and provision f[or reimbursement
might expedite and facilitate the relation-
ship between lead Start programs and EPSDT,

S | 25




Consideration might be given to developing
reimbursement procedures in state plans

which permit payment for provision of specific
services rather than an entire package, since
a provider might be encouraged through this
arrangement to perform procedures which might
otherwise have been neglected.

20
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PROBLEMS

maneies

Arca 7: Analysis of State KPSDT plans and providers' perfor

State Modicaid/EpsnT plang were charactorized

by their complexity, with disparate dologa-
tion of respongibilites to different public
and private agencies at both the state and
local levels.

There was overall failure by the Head Start
programs Lo bhe intograted into Lhe delivery
of Medicaid/Bps5DT services at the stalte or
local levels by achieving vendor status,

The collaborative effort had minimal impact
on the institutional arrangements of a stat
Medicald/EPSDT plan or program.

The format of many state plans is complex,
and often the phrasing is ambiguous or
obscure.

L"!

Variations among state plans concerning their

reimbursement policies can and do lcad to
alienation and frustration among vendors

who apply for reimbursement for services not

sanctioned by the plans.

Providers often fail to offer areas of
screening when these services arce not ox-
plicitly permitted for reimbursement under
the state plan.

Restrictions in the plans on the awarding
of vendor status to community agencies

limits the availability of supportive scr-
vice and the potential for Head Start and
similar groups to hecome service vendors.
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HIDERATLOMNG

1-20

Clear and precise information on thoe opoera-
tional and procedural aspects of state BEPSDT
plans might be provided to licad Start pro-
grams, as woell as to other agenciesg

and con=-
sumers, in order to increasce the efficient
S Pl v

GOV Lo

e ol voouraes nd
More offoclkive integration of Head Start

and BEPSDT services might be accomplished
t}num;h review by SRS of llead Start's p]fcj*
vision of the specific services rendered.
llealth liaison specialists may have an im-
portant role to play in this regard, through
their active intercession between Head

Start programs and local EPSDI/Medicaid
agencies to promote closer and more effi-
cient working relationships.

(F'or considerati
problems, sac Issue
ations.)

ons on vendor and provider
ue Area 5, Policy Consider-
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sue Areca 8: Cost utilization factors pertaining to service

I
] delivery.

@0

PINDINGS:

. Although expenditures for llead Start/EPSDT
varied from project to project, the average
cost per child was assecssed at $45.00.

Akbout 75% of the total EPSDT expenditure

for all regions and IMPD programs originated
from the llead Start/EPSDT supplemental grant.
Contributions from other sources were minimal.

some programs extended beyond the supple-
mental grant to support the collaborative
effort, suggesting that the grant, alone,
was not sufficient to sustain the implemen-
tation of EPSDT/Head Start.

. Overall, 48% of all dollars expended for
the EPSDT program were for direct health
services, with 27% and 25% attributable
to supportive costs and administrative
costs, respectively.

. Most of the time (55%), payment for provision
of EPSDT health services included Head Start
funds, leading to the conclusion that Head
Start provided the major financial support
to the collaborative effort.

. Lack of providers, failure to reimburse for
certain services in accordance with a state
EPSDT plan, and infrequent use of reimburse-
ment for mental health and nutritional ser-
vices may be contributing factors to the
low percentage (6%) of Medicaid/EPSDT ser-
vices.

Some lack of discretion regarding administra-

tive costs may have had an adverse impact
on the level of services provided.

29



POLICY CONSIDERATIONS:

Review could be undertaken by the projects
to detegsiwrn sy monies directed towerd
meeting the objectives of the collaborative

cffort could be maximized, and how monies
ﬂirected to lower priority areas within the
effort could be minimized.

Projects might begin to develop a bystém con-
taining provisions for identifying reim-
bursement areas and requirements. Such a
system may also improve managerial procedures
for the projects and may clarify objectives
and methods of attaining them.

Because of the unreliability of cost/revenue
data, more emphasis might be placed on the
retrieval of this information during the
second year evaluation.

For the supplemental grant, monies might be

more effectively distributed according to a

formula that takes into account program size
and other variables.

Designation by the local/state Medicaid
agency of the Head Start program as a pro-=
vider of health services would ease reliance
on the Supplemental grant and would also
Faciliate service delivery (supportive and
health related) to the target population.

Where such designation is not possible, pro-
grams may be encouraged to reach agreements
with local health providers that are reci-
pients of third party payments, to share in
any monies received as a result of services
delivered to children referred by the proj-
ects.

A sliding fee scale system might be imple-
mented, selectively, to facilitate payment
for direct services (to non-Medicaid cligible
families only).

30



Issue Area 9: Tochnical assistance necds of the projects and staff
' chei.acteristics.,

Technical Assistance Nee ads

PINDINGS :

llead Start projects had particular technical
assistance needs in the areas of outreach
and follow-up. For the former, there was a
need to plan and develop a strategy with the
state and local EPSDT agencies. For the
latter, there was a need to plan and develop
systems which effe€t1vely met this objective.

To the degree that any source was helpful in
providing technical aid, the health liaison
specialist was most frequently cited. Overall,
however, the projects reported minimal tech-
nical assistance provided.

The most £fequent type of technical assistance
provided was in the form of workshop and in-

formation provision.

PROBLEMS :

State Medicaid/EPSDT agencies were usually not
a source of technical assistance to the proj-
ects as had been anticipated.

The agent with the responsibility for negot-
jation with state/local Medicaid agencies
for vendor recognition was not plnpagntzd

by OCD or regional offices; nor was there
any assistance provided in arranging fiscal
affairs or administrative procedures.




POLICY CONG S IDERATIONS ;

. Administration and planning, as well as de-
velopment of coordination and iinkages between
the projects and the Medicaid agencies,
potentially fruitful areas for concenty . on
of tcchnical assistance during the s
vear cffort.

. 'The role of the health liaison specialist miqght
be more clearly defined in regard bto its on-
going technical assistance function and as a
link between the projects and the Medicaid
agencies.

m

” Staff Characteristic

I‘INDIN GG .

A majority of the FPSDT coordinators were
full-time perscnnel with some college hack
ground and several years of previous ex-
perience in llead Start.

. Thﬁ organization of EPSDT, as an additional
esponsibility for the llead Start hcealth ser-
vice components, often placed severe strain
on existing staff.

PROBLEMS :

- Training of health and other staft for the
EPSDT effort was generally limited, and
consisted primarily of OCD workshops.

32

ERIC

Aruitoxt provided by Eic:



I-g

POLTCY CONSTDERATIONS :

Training of the lHead Start staff, particularly
those members who have direct responsibility
for the operation of the collaborative effort,
is crucial.

Head Start programs could be encouraged to
recruit and hire persons with professional
background in the EPSDT/Medicaid program, who
would then be responsible for coordinating
Head Start/EPSDT services. This position
might best be utilized were it made full-time
and placed under tle supervision of the health
services coordinator.
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IT. BACKGROUND OF BPSDT PROGRAM AND THE COLLABORATIVE EFFORT

A. LEGISLATIVE HLSTORY O EPSDT

The 1967 amendments to the lMedicaid provisions, Title XI¥, of
the social Security Act mandated a national program of preven-
tive health services for low-income children ages 0-21 through
the Barly and Poriodic Seveonina s iagnosis and Treatment (EPSD
program. These amendmoents were signed into law on January 2,

1968 to become effective July 1, 1969 and they represented a

r:[w

culmination of several years' activities on the part'af HEW
officials to broaden the coverage of health and medical care
for poor children by establishing federal standards for co-
ordination and provision of services. Because of the linkage
to public assistance as a major criterion for eligibility,
this new and extensive health program was integrated into the
public welfare system which carries responsibility for other

income maintenance and medical assistance programs, including

Madicaid.

Until the passage of the 1967 legislation, federal financing
f@r child haalth"sefv;ces had been provided primarily through
Title V of the Social Security Act which had authorized screcen-
ing services since 1935 through Maternity and Child Health

(supervision of preventive services and well-baby clinics) and

Crippled Children services (diagnosis and treatment). In the

31
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early 1960's, however, there was an expansion of health
services for children at the federal level through the pro-
vision of Maternity and Infant Care (1963), Children and
Youth projects (1965) and other infant care programs.

Through the Economic Opportunity Act of 1964 also, efforts

{Head Start) and communities (neighborh@@i health clinics).
lHowever, each of these programs was unrelated, had different
funding mechanisms; and more critically, each reached only

mall numbers of children.*

iy

As an effort to bring about coordination of these various ‘health

DT called for the Title XHIX

[0
ﬂ

services, federal provisions for EP
(Medicaid) agency in cach state to enter into agreements with
the Title V agency {(Maternal and Child Health, usually the
Health Department) so that such agencies might be a provider of

services to be reimbursed through Title XIX. There was also

expressed concern about linkages to other community resources.

*Tn 1055, for instance, it was estimated that only 6.5% of the
children under 21 in the U.S. were reached by Title V programs.
Anne Marie Foltz, Early Periodic Screening, Diagrosis and Treat-

ment (EPSDT): The Development of Ambiguous Federal Policy.
Yale Un;verolty School of Medicine, Health Policy Project, HEW
Grant No. 5-RO1-HS5-00900, June 1974.
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There was an cighteen month dclay, however, before regulations
were promulgated by HEW for implementation of the EPSDT pro-
gram. Various reasons have been cited for this delay, the most
prominent being the resistance by the states to providing the
extensive screening and subsequent diagnosis and treatment

called for because of their cost implications.*

Regulations currently in effect were issued by the Social and

Rehabilitation Services (SRS), the adninistering unit in HEUY

o

for EPSDT, in November 1971 to be effective February 1972.
These extended the date for full implementation of the EPSDT
program and allowed the states to initiate these services by

apportioning the children to be served on the basis of age.

The age group to be served first was to include children ages

w

0-6, with services gradually expanded to include all youth

up to age 21 by July 1, 1973.

Because of increasing public concern about the delay in imple-
menting EPSDT, Congress passed further amendments calling for
penalties against any state (1% of the federal share of AFDC

for each quarter of non-compliance) which did not provide for

full implementation of the program by the specified time period

*From Michael D. Edwards, "The Children Are Still Waiting," The
Nation, September 28, 1974, and the llearings of Subcommittee on
Oversight and Investigations, Committee on Interstate and
Foreign Commerce, Getting Ready for MNational Health Insurance:
shortchanging Children, October, 1 N i

1975.
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in the SRS regulation. (As of August 1974, eight states*

had had penalties levied against them.)
B. DESCRIPTION O MUEDICAT FS/' EFSDT
Because LEPSDT 1s an integral part of lledicaid, the rules and

regulations that pertain to the administration of that medical

aid

[}

gssistance program are applicable to EPSDT as well. Jiedil
E J 3

-
s

can be described as a federal-state financed, state administered
program with the federal contribution varying from 50% to 83%

of cost, depending upon the provisions of an individual state
plan. ledicaid (and EPSDT) is usually administered on the

state level by the public welfare department under the single

state agency rule of the Social Security provisions.

The characteristics of lledicaid vary greatly from state to
state. The federal guidelines for the program are broad and
general and only certain basic services are mandated. Thus,
states have wide latitude in defining the scope and nature of
the services to be provided within their area. Rather than
being viewed as one uniform national program, Medicaid and
EPSDT can best be described as programs which are administered

on the basis of 49 scparate statec plans which resemble cach

*Hawaii, Indiana, Minnesota, Montana, lew Mexico, North Dakota,
Pennsylvania, and California.
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other only in their basic miniwum requirements. (The state of

Arizona does not participate in the Medicaid program.)

Individual state plans provide varying definitions for Medicaid

DT services 1n several arecas.

r

and EPS

1

1. Eligihility level: All states must serve the categori-

cally needy as defined by federal regulations but the

i
I

state has the option of setting definitions for serving
the medically indigent, i.e., those low-income families

who are not public assistance recipients.

2. Provider status: The state can establish criteria for

awarding vendor status to providers of medical services
and thus restrict the category of persons or groups to
be reimbursed for services rendered to the medically
needy. In some states, only licensed private physi-

| oW eePlans are relfmbursed; while in others, services rendered
by neighborhood clinics or nurse clinicians are re-
imbursable also.*

3. Benefit structure: Beyond the minimum services required

by regulation, the states have the option of determin-
ing additional benefits, if any, to be offered to Medi-

caid recipients. These benefits can be limited by

*Potentially, the Health Liaison Specialist of the American
Academy of Pediatrics could influence the selection of
medical provider category.




O

ERIC

Aruitoxt provided by Eic:

IT~G
utilization controls. TFor cxample, California
Medicaid recipients are permitted two physician

visits per month (except for IPSDT services).

Reimbursement rates: States determine the rate

at which providers are reimbursed for services
rendered. Reimbursement methods range from pay-
ment for "reasonable cost" to a flat rate for
specific services which bears little relationship
to the cost of providing the same service 1n the
private sector.

Billing and collection procedures: Billing and col-

lection procedures also vary from state to state
and may affect the submission of bills and the fre-
quency and rapidity of payment to providers. For
instance, in many states, there is a lag of several
months between the time a service is rendered and
payment is received by the provider. This factor
together with low reimbursement rates tend to
reduce the number of providers participating in

the ledicaid program.

o
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IMPACT UPON THE DELIVER: OF EPSDT SERVICES

[

The problems that have been identified in the administration of
Medicaid, both in the provision and definition of services as
wall as the overall management, have immediate impact upon the
scope and nature of the EPSDT program and create barriers for

its effective implementation.

Federal requlations for EPSDT designate the state lMedicaid
agency (public welfare unit) as responsible for providing or
obtaining health services for EPSDT-eligible children. This
responsibility iﬁ:ludes such supportive services as outreach
(locating and informing families with eligible children about
the program) and recruitment of both consumers and providers

of EPSDT services. In most instances, however, the emphasis

in program implementation has primarily been upon screening,
reflecting the major new service mandated through the authoriza-

tion of the EPSDT program.

Then too, the availability of providers and community health
resources is uneven around the U.S. Thus, the development of

a linkage system whereby eligible children can be routinely
referred for a whole range of EPSDT services has created a
major problem for planning and administration. MNMoreover, state

welfare agencies do not perceive that they have a primary role
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in the delivery of health services, since most find their
time consumed in the administration of public assistance and
social services. Therefore, they have placed relatively less

priority upon developing and providing a comprehensive health

care system.

o

everal questions can be posed regarding the viability of
broad szﬁeening programs within the context of comprehensive
health care. First of all, is the separation of screening
from diagnosis and treatment services medically sound? Then,
how often should screening be provided, and what kinds of sup-

portive services are needed to assure comprehensive care?

Health professionals differ among themselves regarding the
‘type of preventive services and screening techniques in rela-
tionship to diagnosis and treatment that should be universally
available. Illoreover, the frequency that such services should
be provided is open to professional judgment. For instance,
Dr. Frederick North, a pediatrician, stated before the lHouse
the direct context of comprehensive care multiplies ﬁhe costs
and difficulties of providing preventive services and of in-

suring adequate diagnosis and treatment."*

*Hearings Op. cit., p. 96.
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He pointed out that there is a 30% loss between referral and
appointments kept when screening is rendered separately from
the other medical services. Others believe that screening is
a convenient way of sorting out individuals who have some

likelihood of pathology in a given area.¥*

Therefore, the problems of implementing EPSDT at the state

and local level may reflect the lack of consensus == public

and professional -- regarding the construction of a health

care Systeﬁ'as well as certain inadequacies in that system as
now operated throughout the U.S. The General Accounting Office,
* &

in its January 1975 report on EPSDT. cited several factors

'_.I\-

mpeding the preogram: inadequate outreach techniques, lack of

utilization of allied health professionals, inadequate proce-

dures for periodic updating of screenings and inadequate follow-

up mechanisms, again reflecting the lack of comprehensive
approaches to health care as well as a failure to fully adhere

to federal standards.

*Dr. Frederick Green, former Director, U.S. Children's Bureau,
HEW/OCD. House Subcommittee Hearings, op. cit., p.8.

**Tmprovements Needed to Speed Implementation of Medicaid's
Farly and Periodic screening, Diagnosis and Treatment Program.
Comptroller General of the United States, DHEW, Social and
Rehabilitation Services, Washington, D.C., January 9, 1975.
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Even if EPSDT were fully implenented, however, these services
would only reach about one half of the nation's 25 million
children in low-income families. (There are 13 million ﬂeﬂi%
caid eligible children nationally according to the House Sub-
committee repart;) Even most of the children eligible for -
EPSDT are beyond the reach of the health care system because
of its emphasis upon crisis or emergency care.* Yet it is
these children who have»the highest incidence Df correctible
medical problemsz.,** Thé basic challenge of EPSDT, therefore,
is to trigger changes in health care delivery for children as

a first step towad evolving a trulv comprehensive health

program.
D. PROFILE OF HEAD START

Head Start is a national demonstration program to provide
comprehensive developmental services to low-income pre-school
children, and in its ten years' existence it has become pre=
eminently identified as an effective model for ﬁhe delivery

of integrated human services. Since its inception, Head Start
program goals have stressed an interdisciplinary approach to
child development in order to assure that the various services,
staff functions and skills needed to enhance the social func-

tioning of the child and his family might be available.

*ABC News Closeup on Children: A Case of Neglect. Transcript
of Broadcast over the ABC Television lletwork, July 17, 1974.
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Head Start was originally conceived in 1964 within the context
of a community action strategy.* The intent at the time was to
demonstrate the eificacy of intervention into the life of the
"disadvantaged child" through a host of education, health and
nutriﬁi@n, and social services arrayed with the parent and com-
munity as partners in the service delivery process. NMany of
the early supporters of Head start raised public expectati@ns
about the possibility of long term cognitive gains in pre-
school children that could be translated into school success.
Head Start, as a specific program strategy, however, clearly
emphasized the necessity to deal with the whole child, i.e.,
his physical, mental, nutritional, social and emcti@nal'needa
in order to better prepare him to participate and achieve in

regular school.

The Office of Child Development/HEW, now the administering unit
for Head Start, has reinforced the program's priority goal of
achieving social competency among low-income preschool children
th:@ugh the issuance of performance standards. These standards,
revised as of 7/1/75, set forth the goals and objectives of
féur components —-- Education, Social Services, Parent Involve~-

ment, and Health -- which must be part of each Head Start Program.**

*Head Start was an integral part of the Economic Opportunity Act
of 1964. Its most recent enabling legislation is the lead Start,
Economic Opportunity and Community Partner Act of 1974.

*%A full discussion of the Head Start Program Performance Standards
is presented later in this report.
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Head Start now provides services to 350,000 children nationally,
80% on a full-year basis, through an annual authorization of

around 5475 million.

Head Start has achieved notable success in meeting specific
goals to imgzavé the health and nutritional status of its
enrollees. The New York Times, in an article dated 6/8/75, is
laudatory in its praise of Head Start efforts to provide
standardized health care to preschool children in low=-income
communities.* As of 1973, Head Start has also been viewed

as an appropriate community service to recruit and provide
services to handicapped children because of its intensive out-

reach and integrated services approach.

* N.Y, Times, 6/8/75, "llead Start; Ten Years 0ld and Planning
kxperiments,




III. GENESIS OF THE COLLABORATION BETWEEN HEAD START AND
MEDICAID EPSDT

In December 1973, the Office of Child Development (OCD) and
the Medical Services Administration (MSA) 1 jointly announced
a collaboration between the Head Start and EPSDT programs. The

rationale for this move was recognition that:

the goal and objectives of the health services
components of Head Start and Medicaid/EPSDT are
mutual, since both focus on prevention, identifi-
cation and treatment of illness, and linkage of
the child and family to an ongoing health system”

Both OCD and MSA serve primarily the same clientele--low~-

income families--and both agencies are concerned with continuity
of care and health services integration. Thus, this common frame
of reference could serve as a catalyst to generate a wide range
of lé:al collaboration and cooperation between the ﬁ&@ programs
that would help to strengthen Head Start health components and
also assist state and local agencies in administering and imple-

menting LPSDT programs.

The strategy of the collabrative effort was to utilize local
Head Start programs as a mechanism for making EPSDT services

available to Medicaid eligible children 0-6 years.

! The division with the social and rehabilitation service unit
directly responsible for Medicaid and EPSDT.

Memorandum dated pecember 12, 1973 from Howard Newman Com-
missioner, Medical Service Administration and Saul Rosoff
acting Director, Office of Child Development to the Social
Rehabilitation Service.
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children to Medicaid for certification. In turn, Medicaid

would supply EPSDT services in accordance with the state

[t

Medicaid /EPSDT plan. Any additiqnal health services for
Head Start children not covered by the state Medicaid plan
but required by the Head Start Performance Standards would
be paid for by local Head Start programs. The Head Start
projects approved for participation in the collaborative
effort would assist the Medicaid/ EPSDT agency by providing
health-related support services, ingluding case findings,
transportation, public information, referral and follow-up

services.

The Head Start projects were also assured that eligible
children would receive the EPSDT services to wﬁich they are
entitled. 1In addition the collaboration effort called for
Pprojects to provide services to non-Head Start children,
inzluding siblings of Head Start enrollees and other potential-

£

ly eligible children in the Head Start target area.

Technical assistance was to be provided as part of a national
contract with the American Academy of Pediatrics (AAP) which
would supply health liaison specialists. The specialists were
to assist the local llead Start project in making collaborative
arrangements with Medicaid agencies. They were to also provide
orientation and training sessions for the Head Start health
services coordinators and assist them in planning and implement=

ing the demonstration program.
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On December 18, 1973, the Officeo of Child Development issued

specified guidelines for the collaboration effort. These

include:

The collaborative program to be established as a
demonstration effort for one year, with the
possibility of continuing a second year.

Staff already employed by Head Start programs in
"local areas to perform the core activities of the
demonstration effort.

Supplemental grants to be made available to hire
additional staff or increase working hours of
staff already on board.

The health services coordinators in the Head Start
program to be responsible for implementing the
collaboration as well as directing and coordinat-
ing all health services, such as:

- informing families about EPSDT services

- arranging for transportation

- aiding families in establishing Medicaid
eligibility

- assisting in securing medical appointments

- maintaining individual health records to
assist in tracking the provision of care

- arranging for follow-up and referral.

The health services coordinator to serve as liaison
to the child and family, the public welfare and
health officials and local health providers.

The Head Start programs selected for the demon-
stration to provide health=-related support services
for Head Start and non-Head Start children recruited
for participation in the EPSDT Collaborative

Effort.

The criteria used by OCD to sclect granteces for the collaborative
effort included: willingness to participate in the collaboration;
ability to implement health services for children; the state

Medicald agency support of the collaboration; the project's

ERIC 48
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ability and willingness to enroll and serve all Medicaid
eligible Head Start children. For those projects serving
nonﬁHeéé'Start Medicaid eligible children, it would be
necessary to identify a significant number of children in

the target area who were age 0-6. Priority was to be given
to programs able to enroll in Medicaid/EPSDT the maximum
numbér of Head Start children who were not presently served
by Medicaid. A second, but important, priority consideration
was given to the ability to enroll in Medicaid/EPSDT sub-
stantial numbers of non-Head Start children who were not

covered by Medicaid.

Study Methodology

In May 1974, the Office of Child Development announced its plans
to provide for an evaluation of the Head Start/EPSDT Collaborative
Effort. The purpose of the evaluation, according to OCD, was to
assess the extent to which the collaborative effort had been
successful in achieving its goals and objectives by documenting
the outcomes of the demonstration program. Boone, Young & Associ-

ates, Inc., was awarded the contract for the study in June 1974.

The evaluation of the llead Start/EPSDT Collaborative Effort re-

quired:

49
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1. the selection of projnects for in-depth analysis

the development of a series of data collection
instruments which constituted the required
recordkeeping system

%]

3. data collection on all site visits to the selected
projects

4. data processing

5. data analysis.

The relationship between these elements is shown in Exhibit 1

and each is discussed below.

Project Selection

Thirty projects were selected from the universe of 198 demon-

tration sites funded for the Head Start/EPSDT Collaboration

]

Effort for in-depth examination ad analysis. The sites were
chosen within the twelve states designated as target states

by the Office of Child Development for the evaluation. These
states were: Massachusetts, New JéfSéy, Maryland} Mississippi,
Tennessee, Illinols, Ohio, Texas, Missouri, Montana, California,

. and Oregon.

Head Start is a national program which allows for sufficient flexi-
bility at the local level to be respansivelio community needs. Medi-
cald/EPSDT programs also vary at the state and local level in regard
to policy initiatives. Examination of the universe 198 projects
revealed few similaritiecs among the projects because of the highly

diversified nature of these programs. It was therefore difficult
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EXHIBIT I
EVALUATION TNDICATORS FOR HEAD START/EPSDT COLLABORATIVE EFFORT
Child/Family
o ___ Previous Health Status o
" (Outreach) \ (Follow-up) )
%TPUCTURE I‘DlLAmDRS ﬁOCESS INDICRTDRS OUTCD@E IVDICATDRS
Stafﬁ Charactﬂvlstlcg **%““E“’*“—“ﬁead Sta /EPQDT B Qutc@mes Qf/ﬂv |
Project Characteristics Services (SV) |
Institutional a
environment (DCT/SV) *
W N _ _ _ . e e _ — J' _
|
|
— 4 - i
Providers Medicaid |
Systen |
State/Local ‘
. |
| —_— 1
|
y 1
l l
I
|
|
|
1 I
| |
| |
I |
: ” / N z
! Regional I _ Washington :
l 0CD | - och |
51’ ’ e — R i
e I

Parenthesis indicate sources of information by methgdal@gy component:
DCF:  Data cellection forms
SVi  site visits to selected projects

o Data processing is not shown but is applied to develop previous status and outcome indicators

ERIC
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to find a basis of comparison upon which to draw a representa-
tive sample. In addition to the highly individualized nature
of the projects, the selection process was complicated by other

factors, in:ludingﬁ

. the lack of baseline data on the funded projects

the lack of uniformity and completeness of the
available data presented in the grant proposals

the inability to make contact with local projects
to verify and collect baseline data because of
time constraints

. the necessity of drawing & sample within the
characteristics presented by funded projects.

Theréfgré, it was decided in discussion with OCD that the
priority for selection of the 30 projects would be based upon
an identification of the various network of barriers, both
internal and external, which the local project faced that
might impact upon the outcome of the collaborative effort.
Effarks were directed at examining programmatic problems and
possible solutions to determine what could realistically be
expected of the local pr@jects.B Options for possible solutions

to the problems were also considered.

The following criteria were agreed upon as the basis for selec~.

tion of the thirty projects:

Descriptive information is provided in Appendix L
on the Indian and migrant workers projects selected
for in-depth study.
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identification of institutional barriers to

' the implementation of EPSDT
. programmatic aspects of delivery of health

care to children
. rural/urban characteristics
. program size

program sponsorship

. geographic dispersion within the state.

The funded projects exhibit a strong rural bias. For example,
in étates that have densely populated areas, such as Ngy York
and California, only a relatively small number of rural pro-
grams were funded. Head Start, in general, has a strong urban
',chs, and large numbers of Medicaid eligible children are
generally found in densely populated communities. This selec-
tion attempted to compensate for the rural bias by including
several large urban areas. With the exception of Paterson .
New Jersey:and Baltimore , Maryland, the only areas which
presented us with the opportunity to study urban areas were

in Region 5. This explains the slightly higher concentration

of selected projects in this region.

A profile of the projects selected for an in-depth analysis can
be found in the interim report. Ixhibit II provides additional

information.




ESEIELT 1T

CH;"\ H;\ (

I11-9 :
ERISTICS OF SELECTED PROJECTS

PROBLZNS AND IRETITUTTONAL CHARACTERISTICS
s e e e = m = R
g on | Y
o | U |z J
o Loole )
o o VS ¥l G
— e e I O R T N
KO, OF ) S ? ' Gl ;‘3 o ;; v fL‘; |
- | & CHTLOREN ] TR A B 1 A i
SO AT slan - - S Kl I Bt d W W2 4
) . f G W Do QN a= 3 F O M
K VAL S N o) B AR O R B I i { A I R B
) . . ) M el =7 W Y VP B
SELECTED PRoJRCTE Uil SRV LEVEL ik pol usl R S swldanang J4
HSSACHSETTS (1) ™ T
Leonfustor R 0-405 | 10 | 50 | ¥ Sl R
Worvester U] 60-600 | 405 | 630 X i
SERJERSEY (IT) o B
Toms River R 100-640 | 150 L N O R _ 1S
- Paterson U 10+ W 1450 | X RS SN
Trenton U 120-440 1 180 | 200 S S R
e (1) o
Lstinore U 60-463 | 6] | 150 SN . ~
Centerville SR | 60-463 | 152 150 U1 ) R
MISSTSSTIPL (1) o
Bolivar (R 1ep-2745 | 2508 | 250 X R
| Tougaleo | R L40-1745 | 1628 | 1169 RSN _ D
T TEWESSEE (1V) L | |
Kingston M 160-380 | 40 488 i -
TS T
Cc@k Caunty U 240-7276 | 1080 5000 BE X fl
e e —— = = = = '..“.“f-féh._ e —— s = = = = =
Laft at LDULS U 240-7276 | 390 689 - X N
S S stk R RSN iAol S - - -~
Danville (R 240-7276 | 260 9] X ¥ . _
BIORG) o ) -
Cincinnati U J1%5-1158 0 985 2000 | | x| % . 1S
~Dayton M P1-1158 | 30 - o . ]

= Rural

C@da:

U = Urban i = Nixed.

i



II1-10
EYHIFIT 11 CRARACTERISTICS OF SELECTED PROJICTS

(Cont'd.) S

PROBLENS AND INSTITUTTCUAL CHARACTERISTICS

Wiel

prvices |

1
g
e i ek

| =Y

s Of N0, OF
PROGRAM CHITDREN
TAShET STATEL S

iy sy it f fETorTITAY TR TS
AN RUAL, [ RITRIN | oC

=
oY o

=]

-

i
LT S

,,
s
o 7

o

il

o Rk e

[

gl S Y

a0 | b

SLLECTED PRoCTs R STATE LEVEL ] SERVL

Thealfare Aocorcawr

i 1=

| Transpor ot Lo

ep d 1 or—aa g

"oy Loms
-

.~
Prooonlin 1o
TP gur

\,
| e TR

41
fEL o
L

[C1limor

[ 3Zedan

T e

0N (Cont'd. )

P,
o
e
I
_—
h_ry
AT
—
[
L}
!
T
b
M
(-
T
ol
i

C oy tes 1 S04 =
;;:[TQUE;I‘,‘,- I g'I . _| daa=l e

i o) | ; |
harille R RN I 1 0 A O O LS AR N

 Lubbock B T Ik 5 A I 1 D R A —_— e

Houston

a§ manyas
M |120-2740 | 440  |=oesible ) X S IR R B

MR (VD) . ol -
Billings N1 2 OO P N O 0 S 0 A

Blackfeet Tribe | R [120-180 | 120 Lo 1% 1 R -

o Fertek Rl | w0 | o8 L XL e
T CALLORNLA (1Y) |
Bakersfield R 1 35-353 166-100 6 x4

Y

ento | R P%3sy | o0 ool e o 0L L Ll

A e S o VL N R O B I A
Y WTETE) 11 within
Bugene M| 6830 120 jcompunity | X

CMedford L R wea0 |0 1o XL L ,,_

Code!

R = Rural U = Urban ¥ = Mized



ITT -L1

Data Collection Instruments and Recordkeeping System

A sot of data collection forms was designoed for tho study Lo

Lﬂ

serve two purposcs: 1) to obtain information necessary to the
evaluation; 2) to support local projects' recordkeeping activi-
ties, particularly as related to the health component and the
collaboration between Head Start and state and local agencies
administering EPSDT. Copics of the forms and the associated
instructions were provided in Appendix C of the interim report.

The data collection in

\Lﬂl

truments for the study were:

Health Care Intake Form: a form to be used by
cach funded project and completed once for each
child participating in the llead Start EPSDT

Collaboration Effort, at the time he is first

recruited for LEPSDT services. It is designed

to collect information regarding:

-  the child's Medicaid status
—~ the child's status WLth regard to llead Start

- the child's previous hcalth record for the
twelve months prior to the collaboration

fealth Care Encounter Form: to be completed monthly
for cach child in the 30 selected projects only. it
is designed to collect data cumulatively by child on
the following elements of health care service pro-
vided:

- the type of visit (screening, diagnostic, counsel-
ing referral, or treatment)

]

- the disposition of the case (including follow-up
visits where indicated)

- the assessed value of the provided services.
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llealth Care Composite Visit orm: to be completed
monthly by project for Lhw remaining 170 projects. Ik

records lnfnxanlﬂn 3ﬁparnLﬁ1y for Head Start and non-
Head Start children regarding:

- the total number of visits by type (screening, dia-
gnostic, counselling/referral, or treatment) of
children in the project ‘during that month

U“

~ the disposition of cases (the number of referrals,
follow-ups, and completed cases).

ru

Ind of the Year status Report: designed to be completed
cumulatively by project at the end of the year. Collects
information regarding:

- the participating children's Medicaid status

= the amount of turnover the project experienced

= the disposition of medical records.

Staff. Profile Form: designed to record information
regarding staffing patterns for the lHead Start/EPSDT

Collaboration Effort. Collects information regarding
the staff's:

- employment status

— duties and responsibilities

= educational background

- previous enployment/experience.

Time Utilization Form: designed to as éhé quarterly

g1c sess
distribution of the Head Start/EpPsDT Etaff wime to the
following categories: -

- direct labar
= supportive labor

- administrative labor.
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Income Sources Form: deosigned to bhe completed once
during the program year to identify the extent to which
the Head Start program is making use of available re-
sources,

Expenditure Form: designed to be completed once a year
to collect information on how available resources arc
used to fulfill the requirements of the Head Start/
BEPSDT Collaboration Bffort,

Medicald Profile Form: designed to be completed by the
Health Liaison Specialist., Collects background infor-
mation on the Head Start projects regarding its status
and its understanding of EPSDT Medicaid.

One to two-day site visits were made to 24 selected projects., The

iy

purpose of the site visits was to obtain information concerning

selected issues surrounding the implementation of the Head Start/

il
by
W

EPSDT Collaborative Effort; for example, start-up activity, re=
lationships and agreements with state/local Medicaid agencies, pro-
vider arrangements, etc. The interviewer attempted to assess the
projects' understanding of the collaborative effort and to identify
barriers which might affect the success or failure of efforts (i.e.,
arrangements with health providers, general lack of health provider,
etc.). In addition, the site visits were used to check the validity
and the reliability of the information reported by the projects via

the data collection instruments.
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Aruitoxt provided by Eic:

III-14

The field staff received oxcellent cooperation at the local

level. In all cases, the Head Start personnel were cooperative

and informative. Medicaid personnel were gencrally responsive,

as were health providers.
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rocessing

The objective of the data-processing effort has been to provide
comprehensive and accurate summary data for the analysis.
Procedures were developed for the processing of enrollment,
Medicaid and previous care status data from the Intake Forms,

the processing of EPSDT health services data from the Encounter,
and the Cenposite forms, which ave the basis for much of the first

report.

There were four distinct phases involved in the processing of this

data:
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Aruitoxt provided by Eic:

LI -15

Phase [ - Date Preparaltion

rections were made by hand as a preliminary to automated prep-
aration steps. These manunl steps included checks of pro-

gram ID numbers,; and logical completion of significant items.

The program for transferring data from card to disk, as well as
the program to produce the formatted dump, nad been written,
tested and debugged prior to the implementation of Phase I. An
instruction manual was developed for handling problems, e.q.,

treatment of non-responses.

The checked and corrected forms were then sent to the subcontrac-
tor, where they were double punched and verified. A temporary
file was created on disk, and a formatted dump returned to Boone,

Younyg & Associates,

Phase II Creation of Permanent Intake Files

The formatted dump created from thé temporary file in Phase I
was carefully checked by the Boone, Young & Associates staff
for inconsistencies. Specific variables were selected in each

type of file; for example, in the intake file we used status

with regard to Head Start.

Status with regard to Head #&art (Pos 18 on disk
or output field @ 4) should be equal to the number
of participants who received/did not receive pre-
vious screening (Pos 22 on disk or Output Field

g 8).



If the totals of theso two fields are not equal

an appropriate number of zeroes (no response) must

be identified to account for the differences. A
visual check of the column 4 4 or # 8 is to be made

to identify these non-responses. If totals for

these fields are still not equal then a check for
incorrect cgodes is to be made (§ 4 or # 8 # @, 1 or 2).

When incorrect codes were identified, the llead Start site was
contacted and the correct responses ascertained. At this point,
Boone, Young & Associates' staff completed a new form, coding

ID number and corrected information only. ‘Thege forms were then

sent to the subcontractor wheré the data were keypunched and verified

and overlayed on the old fields with the new correct data.

Once Boone, Young & Assoclates was satisfied that all corrections
had been made for a batch, the subcontractor was instructed to

update the Permanent Master File with the new batch.

A print-out of the updated master was sent to Boone, Young &
Associates, where the new total was compared to a manual tape

count (see Exhibit TT1I).

Phase IIT - Write, Debug and Test Programs

Boone, Young & Associates worked with an independent consultant
to develop the program. All programs were written in RPG II and
were run on an IBM $/3 model 10 or 15. See appendix for detailed

system and program description.
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Phase IV - Run Actual Dala for Final Report

This final phase produced the print-out of the information used
in the analysis. The print-out was examined against several
consistency checks. A sample print-out is included as Exhibit
IV. The entry codes for transferring these and other data, e.qg.,
those from the End-of-the-~Year reports, to the tables are out-

lined in Appendix
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Data Analysis

Through the course of the evaluation study, attempts were

made to collect QDpiES.Df the EPSDT plan of the target states.
For this report, content analysis was performed on the avail= ﬂ
able materials pertaining to the EPSDT plans and the Head
Start performance standards in accordance with the issue
;.areas for the study.

As the data collection forms were submitted by the projects,
Boone, Young & Assoclates staff reveiwed the data for gross
errors and prepared them for data processing. Phone calls

were made to the projects to Qerify or correct incomplete or
inaccurate information. Particular attention was paid to the
coding of responses related to status with regard to Head Start,
Medicaid eligibility, and previous health care. Additional
cleaning/editing functions were performed through data pro-

cessing. The rate of return for each of the data instruments

is included in Appendix B.

Descriptive statistics, primarily frequency distributions, were
used to analyze data collected. These have been presented
in tabular form with narrative discussion to describe the

observed relationships.
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IV. ORGANIZATION AND OPERATION OF EPSDT

Introduction

The Head Start/EPSDT Collaborative Effort was designed to
show replicable models of coordinating Head &tart and EPSDT

services to lncrease the number of low-inccwme pre-school chil-

Lixd

dren receiving EPSDT. The guidelines for the demonstcation
programs required necessary modifications in ~rganization
and operation of the Head Start projects, such as an expand-
ed role for the health services coordinator and provisions
for EPSDT related public information, transportation, and
recordkeeping. Modifications in programs were made, how-
ever, within the projects' understanding of these guidelines,
their status prior to EPSDT, their relations with state and

local agencies, and other factors.

‘Information was gathered to describe the ways in which the
collaborative effort was organized and operated by the
demonstration projects during the first year. The selected
projects provided the basis for the detailed information on
management and staffing, organization and planning, Eupgértive
services and health service arrangements, the operalions and

the results of outreach, follow-up and recordkeeping.
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OCD guidelines for the Head S5tart/EPSDT Collaborative Effort
required that the health services coordinator in the individual
Head Start project be régpaﬁsibla for the administration.and
coordination of the EPSDT Collaborzative Effort, and most of
the projects complied with this mandate. Of the 25 selected
projects analyzed, 16 had the health services coordinators
responsible for design, operation and administration of the
demonstration activities. 1In seven projects, responsibilit,
was shared between the Head Start directors and the coordi-
nators. Directors focused on design, overall administration
and coordination in these instances, and the coordinators on

rations and administrative details. One Head Start

op

[iv]

director héd total management responsibility as did one
soclal services director. The primary factor in these
instances was the director's assessment of the importance of
the collaborative effort and of the respective caﬁébilitias

of staff.
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A, EPSDT COORDINATORS: EDUCATION AND EMPLOYMENT STATUS

1. Analysis of Findings

Napigﬁa;

Of the 198 pr@ject% that received a supplemental grant, 133
provided information on the background of the EPSDT coordi-

nator. All projects reporting indicated that their EPSDT

coordinator had at least a high schuol = lucation. In addi-

et

tion, in 9 pr@jecL§; the coordinator had attended college
(area of specialty unknown) and 1l projects had a coordi-

nator who had attended graduate school.

EPSDT coordinators in 79 of the demonstration Head Start/EPSDT
collaboration projects were credentialed, either as a register-
ed nurse (56) or a licensed practical nurse (23). With

resprct to employment status of the EPSDT coordinators, 110

out of 133 projects indicated that their EPSDT coordinators

were employed fuli-time.

Selected Projects

In 24 out of the 25 selecte:! projects reporting, the EPSDT
cocrdinators had at least a high school education. Sixteen

EPSDT coordinators in these projects had attended college,
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seven were college graduates, and one had attended graduate
school. 1In 11 selected projects, the EPSDT coordinator was
a registered nurse and, in two projects, this position was
held by a licensed practical nurse. Staff paid with EPSDT

funds were full-time in 20 out of 24 projects.

A majority of the selected projects, 16 out of 24, used
their supplemenﬁal grants to employ full-time EPSDT coordi-
nators. Exceptions to this pattern included one project,
Cleveland, Mississippi, which employed two full-time coordi-
nators, and one project in which only a part-time staff
person was paid with EPSDT funds. 1In addition, 10 projects
used their grant to employv other staff on a full-time
basis. For example, three out of four proijects in this
group employed full-time nurses and seven out of 10 hired
full-time health/EPéDT aides. In other instances, nursing
and paraprgfegsianal staff who were paid with supplemental
grant funds were part-time. The Worcester, Mass., project
used the EPSDT grant to maintain staff, including social
service workers during the summer months to assist in out-

reach and recruitment.

It should be noted that other lead Start staff, whose salaricas
were not paid in full or in part by the EPSDT grant, were
often involved in the collaborative effort. The on-site
visits indicated that center directors and family service

staff were in many instances continually engaged in
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on

various activities essential to the collaborative effort,
e.g., negotiating for EPSDT services to be available to
their project or recruiting through the Parent Involvement

Component.

Center health staff had received special EPSDT training in
88% of the selected projects and only 76% of other staff

had received training, usually through the efforts of the
EPSDT coordinator, and was limited in amount: In those proj-
ects where the health staff had received special EPSDT
tfainingfiit consisted only of OCD workshops and of possibkly
one state or local training session (limited); in eight cases,
it involved additional sessions under various auspices
(moderate); in two cases, it consisted of a large number of
training opportunities (considerable). In three projects, no
staff member--health or other--, had received special EPSDT

training. There was some variation among selected proj-

i

ects regarding the proportion of health staff as compared

to other staff who received special EPSDT training.

2. Conclusions on EPSDT Coordinators: FEduscation and Timployment
Status - '

a. All the sclectod projects®had designated as
EPSDT coordinacor a person who had at least high
school training. Relatively fewer projects in
the EPSDT effort involved FPSDT coordinators
who had attended college and graduate school.

b. The majority of EPSDT coordinators had previous
experience in Head Start and, since many of the
projects reported that their EPSDT coordinator
was full-time, the supplemental grant may have
been used in many instances to augment the
salaries of existing staff.
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c. DPBecause of the limitations of the supplemental
grant and the need for additional staff resources
to implement the demonstration program, some
projects had to utilize non-EPSDT paid Head Start
personnel to carry out certain functions.

d. Training of health and other staff for the
EPSDT effort was generally limited and ¢on-
sisted primarily of OCD workshops.

T
w

Policy Considerations on EPSDT Coordinators : Education_and .
Emplovment ¢ ]

a. Training of the Head Start staff, particularly
those members who have direct responsibility
for the operat on of the EPSDT collaborative
effort, 1s crucial, in order that the demon-
stration objectives are understood and
clarified.

b. Such training might place specific emphasis
upon ways in which all Head Start staff can
support the collaborative effort as they per-
form their regular duties.

c. Familiarity with Head Start program objectives
and health-related matters should enhance the
capability of the EPSDT coordinator to provide
an effective leadership and training role
in implementing the EPSDT demonstration effort.
Therefore, Head Start programs might be
encouraged to recruit and hire persons with
this specific background to be responsible for
coordinating tnese services. Moreover, this
position should be full-time and undev the
supervision of the health services coordinator
to insure full integration of the EPSDT effort
into the overall Head Start health program.
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EPSDT COORDINATOR: AWARENESS OF EPSDT

o

1. Analysis of Findings

projects had varying degrees of awareness, or basic knowledge
about EPSDT and its provisions. In most of the selected
projects (22), the coordinators knew of the existenge of the
State EPSDT Plan. However, of this group, only 15 had a
copy of the State Plan. 1In one project, this copy was
determined to be out of date. Two coordinators indicated
that they had descriptive materials on the state EPSDT p%cs
gram but they were uncertain whether these materials actually
constituted the State Plan. |

@
Whether the selected project staff had a copy of the State Plan
or not, they tended to have little knowledge about the mcre‘

technical aspects of the EPSDT program. For instance, in 19

out of 25 projects, staff knew the eligibility requirements

for children and families to participate in the EPSDT program,

but only 13 knew the step-by-step certification procedures.

Staff in 15 projects were aware of the rates for reimburseable
EPSDT services, but this may have been a result of activities
associated with obtaining specific EPSDT services, including
feedbank from providers. A large majority of staff (in 23

of the 25 selected projects) rel'ed upon their own initiative

to obtain information about the state EPSDT program. Nine-
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teen coordinators did state, h@&gver, that they had also
learned of the program th.ough the OCD Regional Training
Workshops. 1In addition, 14 projects cited the health liaison
specialist as another source of basic knowledge about the

state EPSDT program.

Less than 50% of the projects indicated that the state or local
Medicaid/EPSDT agency or providers of service were sources of

basic information about the program. Of particular importance

was the finding that the state rather than the local Medicaid/

EPSDT agency proved to be a greater source of information (14

out of 25 proijects reporting a state agency as a source.

compared to 8 out of 25 reporting a local agency as a source) .

This may have been attributed to the state agency being the

unit most responsible for the preparation and dissemination

of information about the availability of the EPSDT program.

2. Conclusion on TPSDT Coordinator:

Being unfamiliar with new EPSDT programs, Head Start
program staff had to rely, to a great degree, upon
their own resouarces to obtain information about the
state EPSDT services. Governmental agencies proved
to be less reliable in this regard. On the other
~hand, knowledge about the EPSDT program amv ng Head
Start personnel tended to be general rather than
specific, thereby limiting their ability to effect
changes in the institutional arrangements of the
program. W
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C. PLANNING FOR COLLABORATIVE LFFORT

1. analysis of Findings

A majority of the pz@jéct5*§14—éc@nsidarrﬂ “heir supplementary
grant proposals to be their EPSDT service plans. Only two
projects developed more detailed plans. OCD had required
submission of a questionnaire and workbook proposa. by all
potential grantees. These provided background data on the
projects as well as an outline of how the dem@nstgatlan col-

laborative effort would be organized and operated.
Elements described included:

proposed management and organization

. potential and planned numbers of Head Start
and non-Head Start children to be served
in terms of children eligible and certified
for Medicaid

. need in terms of gaps and problems with existing
health service delivery systems

. arrangements for involving or relating to
health service agencies, providers, and other
important resources such as welfare, children's
services, etc.

proposed budget,
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Even where projects considered the questionnaire and workbook to
constitute a service plan, they often did not feel bound

* by their proposed service goals or approaches, particularly
with respect to non-Head Start children. Various factors

underlay this attitude including:

. subsequent confusion as to the necessity and
desirability of serving non-lead Start children

supplemental grants substantially less than
regquested

unrealistic estimates of the time and effort
required to establish relationships with
other resources

imposition of additional administrative re-

quirements by 0OCD, i.e., the evaluation and
completion of the associated forms.

2. _ggnclusiqﬁsﬂqnié;ggn;ng,fgfﬁ@gll@b;ra;iverEff@f;

a. Many projects that had been selected for the
EPSDT demonstration effort had initiated little
planning for implementing the program.

h. Lack of clarity about demonstration objectives, and
insufficient staff time augmented by relative-
ly low supplemental grants to hire personnel,
served to croate a climate of confusion and ro-
sistance in the projects which hampered their
ability to plan effectively.

Many projects were unaware of the administrative
detail, including the imposition of evaluative
procedures, and these additicnal duties may have
overburdened already limited staff resources.
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>« i"ostoy Considerations on Planning for Collaborative Effort

¥

a. OCD could initiate a systemacic and detailed
planning process for the implementation of the
EPSDT collaborative effort. Such planning might
include c¢larification of objectives, techniques
for needs assessment, and surveys of community
resources. Also, OCD might insure that the
demeonstration projects have, in hand , information
about the provision and availability of EPSDT
services in their area.

rr

Head Start projects could be assisted in developing
skills that will enhance their ability to make
greater use of their existing staff by employing
time utilization and manpower development pro=
cedures.
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D. PROVISIONS FOR SUPPORTIVE SERVICES

Both the Medicaid and Head Start programs were obligated to
pfaviﬂe supportive services for non-Head Start children under
the collaborative effort. Information regarding supportive
services for Head Start were ﬁot collected as part of the

study because:

. Head Start providéd such services before the
initiation of the collaborative effort

. already existing provisions for supportive
services--overwhelmingly based on direct pro-
visions—-=-were not altered.undcr the collaborative
effort.

The Head Start projects were the major providers ;f supportive
services for non-licad Start children. Twenty-one out of the 25
selected projects reported that they praviaea a variety of
supportive services to this group and in eight instances

llead Start was the sole provider of supportive services. The
supportive services most usually provided by the Head Start
project included publicity, tracking and verification. The
provision of certification and recordkeeping/record disposition
was the sccond most frequently reported service pravided by

Head Start.
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In some instances where joint eff: ''s were reported, the Head
Start projects concentrated :heir suppurtive services on the
siblings of Head Start enrollees or non-Medicald certifieu
children, while the public agency focused upon the Medicaid
eligible population which tended to be Head Start children.
In other instances, the llead Start project performed some

aspect of tracking not done by the public agency.

The supportive services provided by public agencies were
primarily in the area of follow=-up, although only in a signi-
ficant minority of cases, i1.e., 20% across the three follow-
up services--tracking, verification, recordkeeping/record
disposition. This-weuld suggest that the public agency as

a rule was less concerned with recruiting new participants
into the EPSDT program than they were in following up on those

children already enrolled.

There was minimal involvement of voluntary agyencies either
as sole wroviders or in concert with @thér agencies, such

as Head Start. A voluntary agency provided babysitting ser-
vices in one case. Some voluntary agencies cnoperated with
llead Start in providing publicity and transportation. The’
relatively low level of involvement of the voluntary sector

is probably attributable to:
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. poreceived level of program agency cffort re-
quired for solicitation cf voluntary agcncy

. lack of woluntary agency resources and/or
knowledge to support involvement.

The lTeast frequently provided supportive sevvice to non-
Head Start Children was babvsitting. Undoubtedly this is
reflection of the 1. f avoilable resources, i.e., ad-

ditional funds.

2. Conclusions on Supportive Services

a. The Head Start projects were the major provider
of supportive services to non-lead Start chil-
dren which suggests that there was a general
appreciation of the requirement and intent of
the EPSDT collaborative effort.

b. Public ayencics tended to focus theilr sup-
portive services on follow-up rather than
out» nch activities. . The voluntary sector
pro i to bhe of little resource to the Hcad
Start projects in providing supportive ser-
vices.

3 Policy Considerations on Supportive Scrvices

a. Specific attention might be glven to
developing ways 1in which Head Start and public
agencies can work jolntly in providing sup-
portive services to non-llcad Start children
so that their efforts ar: better coordinated.

b. The lead Start programs could pursue arrange-
ments for reimbursement as a new resource of
those supportive services, provided they are
part of the State EPSDT Plan.



¢. Head Start programs could utbtilize resources
Lhat may be available in the voluntary scctor
% particularly in the area of outrcach.

for low-incomo
lude provision
: that

preschool children could
tor babysitling services to 1ng
familics will take advantage

d. Comprehensive health services

the program.
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L. ARFANGEMENTS FOR PROVISTON o HEALTH SERVICES

One objective of the Head dcart / BPSDT Collaborative Biffort was

to supplant llead Start provision of health services which

Head Starct provides cibther directly or throuo o veimbursad

or contributing health practitioners. The goal was to nake

greater use of Medicaild reimbursement to practitioners or

ol Start by treating the program as vendnr.

Hoad start projects served as providers across all screening

categories as weoll as for dental, mental health, and nutritional

trecatment: services for Head Start children,and to a gomavhat lesser

cxkbtent for non-Head Start children, i.c., not at all in thoe ecase

P

of dental screoning or dental and mental health treatmoent

and with less {roguency in other categories.

e

lHead Start as the sole provider was the most predominant

iy
T

arrangement in the cas: of nutritional screening for Head

Start children (nine out of 25 projects, with vendors being

the second most prevalent in sevon projects). Head Start

was the . zond most prevalent provider for nutritional

of

At
[

sorvices., This arrangement also prevailed in the cas

non=Head Start children, although the frequency was not as

1
t

= 3=
=4 L

rat.

r

[
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2. Conclusions on

A, Variocus factors underlic the pattern of Head
“rart as provider, including the lack of
alternativ . community resources and the dib-
Ficultiecs tailed in obtaining the cooperation
of private practitioners. ‘This situation con-
Front: projects particularly in areas where
thoare ire minimal health services. The
regsis ance of goneral health practitioners to
fine-Jdetall sercening, because of the time and
cffort entailed, as well as thelr perce
o f minlmaL bonefits to be gained, are also
factors cited by a number of selected prmjéctﬁi

hu ame 2 pfavidef, and remains one,

Hlead BHEa

of these factors, there was a tendency
greater reliance on providers, probably

ng oither the prevalence of spocialists

ficlds who are not wendors, or the

| Booaust
toe pla
rof L
in tllv

b

prevalence N0 resources within institutional
ontil 1ich are not vendors, .. school

= 14
districts, studont-staflfed clinics, 2tc.

broven
o e 10iFy new
. At leas - , non-

Tnhd Btart childron were served by vendors,
whoreas liead Start children woere served by the
project itsclf or ancther provider. Some of tha
projects indicaved, however, that they questioned
the moedical screening provided by ve
but did not have the resources t@

a_:h

children within the gamut of thei
Bpprﬁdﬁh to provider alranqﬂm;nis
detail

CrocnLng.

ting pa:ttern is prﬂgmﬁtad
~ed IMPD projects=-rell
k10T vaendors and pfnv;1éf%
the Indian projac this tendency
lnmjatftarxt role of tho Indian Healt
whoreas in the case of Fresno, it E
availability of miqgrant health progrvam rouources.

oo
-
et
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d. Overall, provider arrangements for the Head Start/
FaEnT effor - were dominated by vendors, but
llead Starl as a non=reimbursed direct provider,
and other providers, continued to play an important
role. Vendors were particularly predominant in
Fhe cas» of non-lead Start children
sorvices were more likely not to be dppllLQbL

crations on Arrangements for Provision of Health

1d Start programs could be provided specific
2sistance in purau1nq strategies to obtain
reilppursement c !

provide which

. Head Start programs
using public health
as a mean
EPSDT program.

The Eailure of the EPSDT program rests
quite c the aug%%51blllty and availability
of a tull ﬁang, nf health services. Therefore,

OCDh might work very closely with SRS to strengthb
the léqi”lﬂflVH and regulatory basis for the

program as the fi - step in bringing about a more
equitable allocation of local health resources.

'e)
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. OPERATTION OFF OUTREACH AND MoLLOW-UP

1. Analysis of Findings

The seolcected projects used a variety of outreach methods to

recrult non=load Start children into the EPSDT collaborative

-

)

=Y Outreach to non-llead Start chilcdren was concentrated

nrollees Nincteen selected proi-

on siblings of Illecad Start

cts reported participation ULy non-llead Start childresn on

m

counted

LK
e
:—-ﬂ
i
" 41

intake forms. I'our projects indicated that
for 100% of the non-llead sStart population. TIn six obhug
pro.~cts, siblings accounted for 91% to 99% of non-llead

Start children reached. Three proiscts--Leoominster, Worcester

and Baltimore--oxhibited an opnos. pattern.

Two of the sclected projects did not report reaching any
non-Head %Start children. At Fort Peck, this situation resulted
‘rom the refusal of the local welfare office to provide a

list of Medicaid siblings, and their active discouragement

of Head Btart outreach to non-ilead Start children. The Dan-
ville proizct «id not feel they had the time or resources Lo
rve: ron-licad Start children.

-

[
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Also, there was confusion in sonce Head Start proj

b

the requirement to serve non-Head Start children. The intake

r—»-

data «id not reflect any participation by non-llcad Start

childron, including siblings, in the Toms Biver project
: ] ] ’

for instance. This project did serve a small number of this

population, but the percentage could not be calculated from

availlable information. o similar situation existed for the

i

lackfect Tribo.

ts in reaching non-Head

ﬂ

The suecess of the selected proje

Start children who had been previously certified for Medicai

&

A
']
)

varl

U’"

ied gr
Head Start children (4,389) reached bv the selected projo.
the collaborative effort, 711, or 16% of the non-llead St

children, had been previously certified.
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The largest number of previously certifiad non-leac
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contrast, the smallest number of non-llead Start children in
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The variation by percentage of non-llead Start children who
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cortified Lo the total non-licad
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the highest percentage
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noteworthy. The projects

89

1tly acovas projectis.  Of the total number of non-

start childron

rt was, howover, more

ic]

the
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of such children were Lubbock ant L3 age wabh 1007 faor
Lubbock only involved one child. Cook County .o Medfond
reached the lowest nercentages of previously corrified children,
1% and 29 respectively. The median for the goventecon sclectod

vrojects for thCh percentages could be calculated was 59U,

()

In reviewing this data, it appeared that those projects which

children

H._.h

gible

I

[]
reported large percentages of Medicaid e
actually recruited non-Head Start children whom theyv knew to

e eligible. On the other hand, those projects with low per-

centages undoubtedly recruited in the general community.
Twelve projects reached non-English speaking children. The

other thirteen were located in predominantly English speaking

Tt was interesting that all of the projects in Region T

areas.
reached such children as did those in Region VI and IX, the
latter being located in Texas and Calitfornia, respectively.

Of the nine different outreach methods used by selected proj-
ccts, the use of the Parent Involvement Comporicirt was the

most frequently reported (21 of 23 projects) and was per-
ceived to be the most effective n.ethod by thirteen projects.

This mothod was the only form of outreach for non-Head Start

¥ projects. Through the Parent Involve-

o
et

ch. idren used by
ment Component, llcad Start projects were able to bring to
bear existing program resources in the implementaticn of

O

ERiCA K

rorecrosieio enc) nn
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the EPSDT effort. : a;iw t@ disseminate info orma ation

turough the Parent Policy Council and through some actively

hLd

il

&

ng chemselves co augment the outreach activity. Parent

| o

g

e

involvement staff, through their daily activities, werc ablc

to encouvage parents to enroll the siblings of llead Start

childr~~ intc the EPSSY program.

The sccond most frequently used method for outreach was door-

lected

T
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@

ojects) and was perceived

"'U

FOefaGr contact - (12 of 23 se
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projects using this method. Other methods such

literature, community organizations, etc., tended to be used

less frequently. Two projects reported that they did not

provide for any outreach to ncu-~lead Start children

All projects sccking to recruit non-English speaking non-tiead

w—m

Start cinildren used bilingual outreach ilingual

fov every typo

appreaches were used by at
of outreach. In addition, eight projects rcverted that they

st least one bilingual outreach method. Overall, the

il
p
Cy
\r') i)

U

of thesoc methods were perceived to be similar

]

.
T
i
[
\r"

‘D! 3

- 1ve

™

nes:
1 a proportionate basis) to methods described as non-kilingual.

Mass media, community organizations and the telephone were

the lezs frequenthy saed method for bilingual outrcach.
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Follow—-up

Both th

lal

SIE ruldeling for BEPSDT and the OCD guidelines for

the collaborative c¢ffort reflected the importance of | Lwo

components of a successful program. These two components wore:
i.e., identifying sc: « received

aga h;trtanermvnta with both - ning and
treatment by child

el
L

, insuring that services re-

are recelved.

iJ‘

Some diffe n the tracking ser-

\],(4

rences were reported beotwee

vices provided for Head Start and non-llead Start populations

pad
i

based upon observations of recordkeeping systems and infor-
mation obtained during the site visits. Head Scart was the

responsible agency for tracking llead Start children in 20 of

The adequacy of tracking for Head Start children was found

n 80% of the projects and adequate

to be good or

in the remaining 20%. In those instances where the public

agency coopetated in providing Lracking services, the proj-
ects tendeld to rate this service good for Head Start

children and aduquate or poor for non-Head Start children.

ERIC ,
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In the case of non-liaacd

was four to boe good or

it was o wvided, adedquat

Proj. though Head

ace faotie oy dinstanae

of 1) o ocoroared to th

childre o Phore was mor

in providing tracking se

compared to tho lead Sta

public agenecy as

For verification of scorv

and adoaacy ware

woords o) gorviocos rocoive

Start 501V

differentiated by screon

non-lead Start child

wae the sole

art children in 8

csponsibility with

projects. The public ag

nf ver.fication for non-

shared responsi

in three instan

wy, 1ts

2rvices

the sole

Start ohilldren, generally, traciing

cxcellent in 40% ol the projects wheore

¢ in about 25%, and po in 35%% of the

r u
[

start was also the dominand mnanaible

role was froquent (14 ount

o tracking provided to liead Start

e frecquent 1nua1vvanL of public agencies

for non-llead Start children

rt group. TFour projects indicatcd the

r..e agency for tracking and

Hv
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the public agenecy provided this ser-

the llead Start program.

vivad, the responsible agency

ices re

Data also was obtained on

and on control over non-licad

crs,.  whe exis! mnee of controls was

ing nd treatment for both He.! Start

ren

responsinle sgency tor verification for

0% of the selected projects and shared

a jublic agency in the vomaini

. m
et

W
J

ency was thoe responsible proviaer

hiead Start children for seven proj-

b:lity with selacted {lead Start
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Head Start remained the dominant responsible agency for veri-
fication in 11 of 21 projects. The adequacy of verification

-he pattern for tracking with the ser-

r"

was also sivilar to

l'_r'

vices provided to lead Start children again rated higher,

good or excellent verifi-
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cation for tead Start children and 16% were adequate, as

g
i
i

compared to 42% of the proje

verification for non-Head Start children, 21% providing

adequate services, and 37% providing poor .services.

That better verification was provided for Head Stori chil-
dren than for non-Head Start children also held with respect
to whether 1 -ords of services were received by the responsible

agencies or .ontrol exercised over the providers of screening

and treat: o1 warvices ALl selected llead Start projects

reportedly o . 1.0, o pecord of services received, and also

exercised controls over other service providers in the case

~cords of services received by non-

iy
]

o]

fel

of Head Start children.

_.4

Head Start child: n were not obtained in three projects and

s were not exercised cver treatment in two projects

o

contrao

ome activities were known to have occurred. For both

3
o
[
]
"

gl

record of services received and existence of controls,
there was a substantial numbe r of occurrences of "ilot Applicable"
or "No Information" (for insﬁance, in Dbanville, Worcester,
Amarillo, appleton, and Springfield), probably indicating that
minimal, if any, controls were exerc ised over non-Head Start

children.
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A comparison of the number of ¢hildren pa cipatinag in each
project--Head Start and non-iead Start--with the various

ices seemed to indicate that program size bore

no relationship to the adequacy of tracking and verification

2. Conclusions on Operation of OuTreact

1d Start Parent Involvement Component
und to be the most effective outreach
by the Ilead Start projects for re-
cruiting ron-lieal Start children. Through

il.

the usc of parent involvement, the projects
were able to utilize Eﬁ.“tlnq program resources
Many projccts also perce ived door-to-door con-
taclt to be effective in roaching non-lead Start
childron.

i

. The projects were highly successful in ob-
taining Medicaid certification for rnon-liead
Start chlldLon who had not been ccrtified
prior to the ?@liab@fat

WOore f’lﬂLLV(lj 5UC sful with the Head

Start Hapulangn, 2f le Q-lng possible dis-
opa s between the eligibility sikandards
id and Head Start.
|24
95
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Considerations on Oprration of Outreach

a.

Ir.

Because of the demonstrated success of the
Parent Involvement Component in outrecach,
Head Start programs should be ”ﬂgﬁuraged

to fully utilize this resource 1in

order to Insurce that all siblings of Iead
Start enrollees become participants in the
mPsDT effort. Parent involvement aotaff as
well as the Parent Pelicy Council should bc
provided specific training in this regard.

Door-to-door contact as a specific outreach
method for EPSDT should be fully exploited,
particularly during the period when the lead
Start staff 1is recruiting children for en-
rollment in the [lead Start program.

o
o

lth review wikth SRS the feasibility
viding Medicaid certification to low
pre-school children on the basis of
enrollment in the Head Start program.
se the income eligibility differences
]larq) tend to be minimal between
1id and Head Start, the designatica
fL.art enrollment as a specific eligi-
standard for Medicaid/EPSDT could
tate the certification of a particular
%FQLQ QF low=-income pré=F£hQG1 children for

comprehensive health services.

oD o
[ ]
e DT
3 w
ok

0
]

o
=

T e T T e 0TS
'L‘J

y 1T D
e T e T
'._l
[atles
[ P T O TR e o 1
o] Um

b=

-
jadd
"'.’l
?A—-M
o
p..J

4. Conclusions on Operation of Follow-Up

é.

h.

ad Start children involved in the
abor.tive Effort receoived follow-
. both tracking and verification.
. art project was usually the ro-
ible agency for the provision of Lthese
and most projects deencd them
better. The non-llead Start
likely to receive follow=-up
barticulariy verification. )

*xj =
v}
k]
]

The relatively low incidence of public agencies
providing tracking and verificaticn services
suggests the lack of a systematic approach by
state Medicaid/EPSDT agencies to the delivery
of EPSDT in accordance with the federal regula-

tions.
- 96 -
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I COPBEAT IO OF b dopp bl

Feo o Aanalysin o Pired noy

D e ido b ies crecd oo that inatvidual o rocords wore Lo faeonaine

Cadieed for sl chiiidron parsicipoting in the ppsbr Col laborat

CE e, e Health dorvices bookkeoping svstom vas pugges o

b ol s o posc i i bty Tor keoping records on nonsleod B

ren with rocoonition of acecpbalsility of allernatives,

Recordiooping povisiong made by the selected projects woere

cleser i hod by

cont inuity of contact, witich ddentified whethoer
thome soloctod prod 5 retainoed rocords for Head
Srart and non=Hoead rt. ¢children at the end of
Cho program year, and also to whom records were
Lranis forrodd i Che caase of Head Start children

impact of the LpsDT effort on recordkecping,
which ddentifie ! whother the collaberative
CEfort stimutlatod greator use of pre-existing

Copme or dovelepnent of new onas

v oof reccrdieeping as reflected in the

s maintained by tho projects,

crual

L s
condition of reoor

About: 75 of the solected projects retained health records
for Chedr Heod Stavt el ldron, whereas only 52
ords for non-Hood Start children involved in tho collaborative

offort. Whore the projects transfevred records, the recipi-

onts were schools (seven times); combination of aschool and

parents (six times); parents only (two times); and combina-

tion of school, parents, and provider (one time).
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Pt should be nated Phat oo rec ooy wan hever g el pesipiont
of the child™s ealth roecords,  of the e progoects rotiaitniineg
and transterring records onowhich dnformatiion was avallable,
507 or five pwojects, transtorees] them to the combination of
sobhool amed poront o Vi o b hieen pro jeeetn, branmterpedh e
el ehilds sehool; and one to all poasibloe voaipient g,

only cwo ol the L3 o solocted projects on owhich doata was avad b=

able, oo abant T o, dncveasod thoir use of record forms whicoh
hacl beon tisod proeviously for Hoad Start ohildren. Cloveland,

Missizsipol providod addivional training for bhe conter person-

nel respons ible for rocordkeeping and strenqgthoning supoer=-

vision ol thelr efforts; banville, Illinols cmphasiz more

dotailod und compreheonsive completion of thelr existing [orms.
G4 0of Fhe vro jecls on which information was avallablo-—-
270 ==deve lopod noew, individuelired forms for Head Start chil-

dren due to tho collaborative effort. A lower percentago—-=205%-=

Jdoave loped ich torme for non-dead Start children.  Projects

did, however, uce various bypes of aggreqgate reports or
records, according to site visit data. Many of these reports

ol those supplicd by the responsible local agoenoy

-

WOre copl

with all the inadeguacics or varialtions thereo

ity of project records maintained

ot
-

The contrast between the que

for Head Start and non-tead Start children was striking. For

erved to be of good quality

=
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ad Start children, record
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b 4, o I o the selectod oo jects; adeguate in 240, o
O of Lhe projecta; and poor in only 45, or | project. Con-
veersoly, rocords for non=tlead starl chi Dilvren were ohirvedd

Fo beo qood i ondy bive poodeets, or 2 et peows b cagild

Sypportive services were provided for o pnan=ifead start ol leiren
(ioven ol cighlt possible services) in most of bhe projects (21

of 25 and Head Start played a major role as the dircct provider

Ay such servioes,

2 clusion on ation of R

Recordkecping for non-llecad Start children was
considerably woeaker than that for Head start

children.  This condition is typlcal of the
status of other supportive s

crvices for non-
ilead Start children as previously discussed.
This pattern may reflect lack of resources, a
factor notad in the site visits., No sclected

project, however, appears to nave attempted to
sceure reimbursement for such services. Of
eaqual int , the minimal impact of the
collaborative offort on flead Start projects’
recordkecping.

~est

ration on Operation of Recordkeeping

3. Policy Considc

OCDh might soric consider requiring that

records be kept on the provision of services to
non-ilead Start children comparable
maintained on lead Start children

H g
would provide documentation of the medical care
and follow-up

received by these -«children and
provide a basis For further study and comparative

—

I
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A CH AP ACTT R DT Lo Ay PR GO CARE DA Ol PARTICTEALTS
LrO e HEAL SPART BPSIT - L LAVORAT IV [ ropes

I PP LRSS AR AT T TR CaLLARD T IVE BEORY

Potorsal ion on he manber ot bl Lodven parbicis ting in khe onl-

Pz at fve o fort woas presontod in the intevin ropocrt (8o

o %

b
11

—
P

The: data on partiloration was basad on tho exporionces of |
i H i

25) that sub-

srotoects {elghteen of whichh wore selected proje
mittod bBoth Tovoke ond Ted=of=-the Year Status forms.  Thoeorolbi-
cally, itntake amd cumulative participation data shouid have beon

(both soleoctod and other) did not

coual; howover, wany nrojec
submit intake {orms for cach ohild participating in the collabora-
tive etfort.  In such instances, cumulative participation, iL.o.,

tatal i obhor of ohildren sorverd during the year was intororoisd

teo include all childran wikh whom the project had made contact.

rvices during the

Nationally, the HHeal Start projects provided s

yaear to 745 of the planned sorvice population. The selected

showed a similur pattern as they reached 727 of Lheir

projec
planned participation. There is some fluctuation in this
pattern at the rogional level, which most likely reflected dif-

ferenses attributable to the way in which the projects developed

their projoections. Farther analysis indicatec

the children scrved had completed the intake process.
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Sl larby, thoe variows rogion: Aleskerl Ehin patborn, oxcopl
1

Cor Rogions 1oand LHL, whorn thoeve was o onoabor oviaencee of

not=sibling non=ioad Soaort chidfron sorved,

Thore wan a pabional tarnover or drop=oub o0 approximately

9,790, ov L9 oo the total numboer of choldren sevved (lsad

Htaerand non=tiead stare: . This pattern hrele Lrue roegardless
of enrollnent slatusn, cxcopt for Regrons IV oand 14, where the
t.t_lj'ziff\f(_sr rate was loss than 107, However, in the case of non-
Head Start childven the oakbtern probably indigated the failure

of many projects to malntain or track this particuiar agroup of

o

children through all aspects of screening, diagnosis and treatment.
BEight of the selected projects reported service Lo more

children than plannced; and ovaerall bthoere was groater condgraence
between those served during the year and the rate of intake

complation.

However, in once instance, Leominster, only 15 intake forms woroe
submitted, vet there was a report of 335 children having been

served sometime during the year. This project reported at the

site visit that all Head Start children were recciving services
comparable to BPSDT, and that, according to the grant application,
they were restricting the target area to one small rural

community. The project was advised of the necessity for

6y

completing intalke forms on all Head Start children served by LPSDT.

O
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[n roporting participation dueoog Bhe year, several soleclbod
projects rovorted move sorvice to noa-lead Ftiort children than
nlinnoed.  However, in all cases, comparable nuwibers of intahoe
forns ware not submitted.  And in one case-=Jorcesbter--sorvico
Lo non-oad Start children consiseod of simply informing Lho
flond Start parent, at hone intorviews, that siblings were also
cligiple For BPeb™.  This project did not complote intale [orms
or o ddentify siblings of non=ticad Stark children who participatoed

at intalc, nor dicd it atbempt to insure linkage or follow-un

for the non=iead Start child., fedferd reporicd scrving 1,650 non-

Hoad Start children but only submittoed 45 intake forms [or this

group.

on ]’d re Lr 1{71t 1fwn

crxplanations for the variations noted in

estimation and scrvice totals for participating children.
Information awtracted from grant applications, telephone
inguiries, and site roports suggested the importance of the

following:

. I'he projocts not reoceive clear instructions Drom
their re ~ reglonal offices as to the prioritices
and ﬂhJPCLLV ; of the Collaborative Zifort.

. liany vrojec saw their function as pﬁdvidiﬂc public
informatiod rather than providing or arranging for
direct scrvices, ‘which required 1ddlLlaﬁd1 Manpowor .
Paterson, s Jorsey is an exannle of a project with &
large planned goal— ne allj Q,DDO“—\hLLh lﬁm;flnid ils
rﬁﬁpan“lb;Jltg £ @)

on only 152 children.




. The poreepiion of the o 1’r>‘j(ﬁc:t; stalf prior cupericnons in
proparing grart applioolilons and proposals may hinve
influencod bhe way thee :;leaLtﬂ for planned particiva-
tion. Howouer, the cstl cs do nob seem to have been
an lmportant factor in J LJllCli_YU?I For the collaborativn
offort Some prodects presentod low outreach cobimates
of scrvice  (10-59 children, for ciample) and atill

ived undine from

ERE W RSTE Lhe grant anplicalions ia anotlhor

Cactor. HNany pro” i ;1 1 (ﬁ(l that they wvoroe proeparoed

hast i J . Bona proj s A loar naw Lhaedr

‘ 2T @btaln*déﬂﬁrﬁm consus Information, welfare
—-and carefully detailed their outreach

, : bul: many propnsals gave no raclonale [or how

Ehre sorvioo cslimato wos cdebaormiaod, In many oo,

inwdeﬁd t11t mrn];:L“ gither rnisundorstood LH\JF rnlgg
to understand what the plannad scerviaes

. reflect, the sorvice catimates for iHood

calistic than for the non-

: I opulation. Thisg pattﬁfn iz logical loecaunsa
most proje tg simply reported their funding level.
ovgover, many proijects had difé lru]“7 in malking assoss-
moents of the number of non-~lHead Start children in neced of
service.  Many proposals limited planned non-~llead start

service to siblings. Others gave estimates of the number
of echildren on welfare in the community but did not appear
tu have plans to serve or veach all these children.

Vas more r

Frojects thalk recorded conscrvative estimates in their

proposals appeared to cone closer to mecting their goals acs

w.l’]A

measured by the rate of cumulative/planncd partici

sation than

marticipation. But the

underestimaters should not necessarily be considered more

I

ffective in achinving Lhoir more limited genls,

O
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2. Conelusions on Pacticip:

1

a. Daring the [fires vear of the collaborative effort, tho
Head Start denonstration projects wern rolative ‘,fj
successful in achicoving the privmary goal involving
levad Srark and non—tead Start childron in FBPEDT. Groato
HUICC SRR , e rooruibmont of Forlt wi b
Hoead Ghavt and thoeilr siblings bocauso those

il “hw liend SlLart
sricnead 1n roach-=

Ld roen pogsilily

a5 ‘J“II_ ag the

11 Head Start

in the {first

chi ldron woroe
sbknaflf. ; ;
ing mm*-[“

JjﬂuLtﬁzlzstafﬁ
arity about tho cln
hould he recruiting

9
i
[,.4'

r—~
jol
s

=

—

b, The rate of tuonovoer among the children served is
comparable with other community programs serving pro-

school children., Allowing for the probability that the
age of the child and family circumstances may have limitaor
participation over time, it can still bo concludod

that staff resources werae not fully utilized in maintain-
ing children in the program.

. Projects wore less successful in carrying out their
responsibilitics to complete intake forms on particina-
ting childron.  This laclk of information on individuaal
children may limit the scope of the evaluation study

by reducing the number of children for whom an assoss-—

ment can be made rogarding the impact of EPSDT on the

hoalth carc status.

3. Policy Consideralbions on Participation

%
a, "S‘;f‘t("rmtiﬁ planning should be initiated as the first
“ap in bhe d@*mxlm}nnunL of a community health sorvi
“Tﬁqhﬂm which involves majer oubreach activities
service staff need to know how many children
reaalistically be scrved, where kthey are located, and
the kind of suvportive servicoes nceded so that they
can properly deploy their staff resource

e
w

b, 1f£ the Head ! nrogramn iz to expand its respo
to include t won-llead Start c¢hild, then there
a definition of services ko be provided to this
partiﬁular p@nulntjﬁn, préctati@n that e"’ﬁtinﬁ Staff

O




Y-

number of children s comberproductive and can Load
Lo o diminubion of sorcices bo all the children, lHead
Start and non-land G40 1.

o, licad Start programs as a wabter of policy should bo
mandataed to inglude the giblings of Head Start children
in the ongoing asgessment of the health service neads,
This population lg readily accessible to the lzad Start
stafif and should bhe considered an integral part of tho
progran parbiaipants.  Siblings, for purposcs of the
Hoad Start progeang, should nob only anclude &
children who have biood relationships to the H
child bt also Lhose who live within Lthe housc
and arc part of the family structure.

ol Blart
1 ]d

d. Tor future provigion of gorvices, Intake TForms should bo
dovaeloped that are easily administered ko increase bthe
Likelihood that the [lead Start staff will obtain the
kind of hoalth care history nocessary in order to
insure greater ukilization of LPSDT scrvices.
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P, MBEDEOANTY STATHE OF PARPTLCTE o THG i TRDREM

1. _1\7["1';17|7‘;,"f:7i B0 f 1 i ﬂf! ] s

Lo than halt 0oy o the total numbswr ot wchildren sorved
Atoany tine during bhe Diest o vear of Lhe collaborative of fore
wore peported ac Medicoaid cligiblo. (S Tables TT and [T=A in
.j\:»?['*‘;\l“ woAL)

I3 A

wbod projoects the rate was 33%, and all other

5 bed

nverall lovel of oligihility wan

)

sportod 370,00 Thi

increased during the vrogram vear, to 49% cligible at the

end of bLho year,

Comvarison of oliaibility at time of intake  roveals that,

nationwide, 377 of the lead Start ebildren and 35% of tho non-

Hoad Start ehildron were Jedicaid coligible.  Wilth recvard to

itedicaid eligibility sratus at the ond of the vear, 372 of the
Head Start ehildren ancd 540 of the non-=loead Start childroan

were ronortad Lo be tedicaid eligible nationwide.

[

variation also at the regional lLovel relative to

the poercontage of Head Start children eligible for fiedicnid
compared to participation alt any time during the year. fihig
o

regional variability in both participation at any time during

the year and ab intake could have reflected several factors:

106
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differonces between U nabional poverty quidelines
Jhich watablish the cliaibility income levels for
participation in Head Start and kthe skate Modica il
pligibilily standards ’

I, ’ifi?gfﬁlﬁ?hcnfﬁ'iﬁi*dfﬂéfniﬁ'iUﬁ'ﬁif‘?ﬂi“‘falﬁcﬂfﬁ';ill | s .
e

and mediceally noedy; the variation in abka Moditenid

plans® oy be roflectoed horoe

. difforonces among programs in roecruiling policics
Lo enroll Modicatd eligible ehiddran; somo aeaeplbod
any ¢hild within the poverty guidelines ov Lhe 10V
addition into their programs, others did not.

Cunulat ive/end of

A comparison of Modicatd oligibility during and at the ond of
Lhe vear showad a decrevase in the numpber of Medicaid eligible
childron.  ‘This roflectod, in part, the twrnover rate within the
projocts and the probabhility that Nedicaild oligibility was

a highly unstable status.  In fact, nany wrojecis roportad

that the tedicaid oligibility status of their childroen shifltec

soveral btimes during the course of the vear. This change in

T

eligibility status creatoed barriers for the ofilcetive delivery

0f services. i'or instance, a child was doternined celigible for
£PsDT and referred for screening; by the time treatment was

needed, the child was inecligible Yor scrvice. Tt should be
clear, however, that not all of the children helieved to be
eligible at intake were subscquantly certified fox tedicalid,

thus, their status as viewed by the project changed over the

[e)

yvear [rom eligyible but not certified t non~cligible.

* Ty addition to the variations state to state, iln some states
eligibility determinations are made on the county level, and
the income levels may differ between counties within one state.

1.07

oo




A conipad i son ol Obnher B bgalsi by sbatan (Gba i Hhiknovn ornr

ineligiblo), ab Jnbalkc to bl end ol Lhe yoar, for Hoead Seart

Py

showed a choaooe in Flie reqsorking of "other" oligibid ity slabug.,
i : r

The pabtional toCals ot dabadee voblocto o hiah nunber in the

unknengn ! calegory (60 ) ot all Mother? and a4 Lower nusiber (1570)

in the non=cligiple catogory. The reverse held true for the

Fi
cnd of Lho year with a creater nuanbor i the pon=eligible cato-

oy U ) than antmewa (L) dtatlonally, and on oevery Y lon,

oot Heorien 1V, rhere o wan o o degreoane in the pombeer o of

children i the unknown  olicibility stabus and a corresponding
¥ ! "

in the nmunber of non-aligibles.

Ly

s likels roflected Lhat at inkake a child's

Thiz pattorn

ar progpressed, eligibllity

eligibility was analear; but, as thoe
detoerninations wora made, so that the emact status of the child

was known.  Tho "unknpown" cateqory ab intalke may have algo

project's  procedurcs in deterndning eligibility

acceonted the statenont of the parent

Some proj e
regarding his financial staktus and othars conpared income
information to state guidelines and mace a nore thoroudh
sment .

AEB50

The Jdifference bobtween planned and actual narticination was bthon

saninod relative to Hoad Start and non-llead Start children.

The data indicated that, in gencral, the projocts were much more
. Pro]
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successful in reaching their so-rvice goals for llead §tart
children than for non-flcad Start children. Zhationallx, 108%

of the planziec] service population was reached; while for the

selected projects” the figuie was 11Lb.

It should be roted that those regiors with higher concerxbtrat ions
of urban populations--Regions I, II, and V--had plamead to
serve more nmom-liead Start than llead Start children. dhis
estimate night bo explained by a greater number ol low-income
Head Start eligible fanmilies i those arcas, and the tendeney of
projects in urban arcas to utilizme available commwaity 1resourees

and to provide Linkage of thelr Families to thowse sarvizes . I
regions whexe lead Start projects wore the principal providers
0F services,and fev outside resoulces vere available, the scrvice

estimates tendecd o ke noore modest.

Iatutke Participation of Non=iood Start children

Phe breakdown o the intake Fora by sibling status af forded the

opportunity to aﬁa%y zo intake participation based wpon £ amilial

relationship to licad start cnrolled children. 0£ the 38,4 17

children (HHead start and non—llcad S+zart) who had copplet ed

intake onlv 15%, or 6,002 children, vrere non-flead Start, and 907

of these ware siblings. For the selected projeets, 118 of 6,182
o

children soen at inkbale were not enyrol led in tiw llead Sl-ar-t

P ocr xar,
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Nationally and in the selectad rojects over 50% of the non-

lead Start Medicaid eligible children at .intake were siblings

of llead Start childron, In both cases, the vast majority of the non-
Head Start children were actual card carriers (Medicaid

certified) rather than potentially eligible.

2. Conclusions on !ledicaid Eligibility

a. Less tham one half of the children participating
nationally in the collaborative effort over the year
were cligible for Medicaid. It would appear that the
Head Start program had little appreciable impact in
changing the Medicaid eligibility status of partic-
ipating children, Head Start and non-Head Start alike.
There is wide regional wvariation 1in this axea, which
probably reflecks the initiative of individual projects
in detormining the status of their participating ahildren,

b, The rates of cunulative participation and ltledicaid
@ligibil ity tend to be highex, nrobably reflecting
the relative case of use of the reporting instrumonts
For this data.

The differcnces in cligibility standards for lNedicaid
and Head Start scrvices may have affected the number

of children who were found to be lledicaid eligible by
the projects. Those states with relatively low
Medicald standards may have beecn unable to accept
low=incone children recruited by the llead Start projects
for the collaborative effort.

1

d. The data sugagests by the decrecase in the number of
Medicald eligible children at the end of the year that,
allowing for turnover rates, many children experience
change im their Medicaid status over the year. Flue-
tuations in the iedicaid eligibility status of in-
dividual children may have a detrvimental idmpaat upon
tha continuity of hiealth care provided.
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The noarked@ change in the Other Fligibility Status
for Head Start childr. iy from intake to the end of
the year suggests a najor effort bv the projects
to determine the Hedicaid eligibility status of
their participating children.

]

3. Policv Considorations on ladicaid Eligibility

a. Head sStart health care personnel should have a thorough
knowledge of the Medicald eligibility standards in
their state. This might aid in improving elig.bility
determination at intake and expedite the delivery of

LPSDT sorvices.

b. lMedicaid/EPsSDT eligibility deternination could he
made early in the program year so that Medicaid can
vay for health services rendered, if appropriate, and
the Head Start program can provide for follow-up.

c. Corollary to this, OCD could 1issue standardized bpro-
cedures for asscssing fedicaid eligibility by Head
Start programs, o increase the accuracy and apnropriate-
ness of referrals for ledicaid certification.

d. There ceonld be periodic redeterminations, possibly
every six monthg, of lledicaid eligibility status hy
the Head Start programg, to maintain current, up-to-
date Lnformation on the family's circumstances and
minimize the probabkility that services will be cut
off or delayed.

e. llead Start vrograms might establish working relation-—
ships with local EPSDT agencies to speced the detex-—
nination and certification process of a referral
child.

f. On a national level, there could be an in=depth
reviow of the cligibility levels problem that oxists
in many states which cireates barricrs to ERSDT
services [or low=-income children, particularly lead
Start cnrollees.

Q 111
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C. MEDICAID CERTIFICATION STATUS OF PARTICIPANTS

1. Analysis of Findings

Medicalid status was then analyzed through an examination of the
certification patterns of those children categorized as Medicaid
eligible. (See Tables III and I1I-A in Apvendix A.) Certifica-

tion referred to the status of cach child deemed to be eligible

m

as a Medicaid recipient by the state agency designated to authorize

certification. Certification differed from eligibility in that it

]

referred only to those children actually enrolled in Medicaid but
not those who were potentially eligible though not yet certified.
Only 88% of the children belicved to be Medicaid eligible were
actually certified at any time during the program year. Of the
total number of Medicaid eligible children in the Selécted
projects, 90% were certified at some point during the year, while

88% of the eligible children in the other projects were certified.

There was also variation at the regional level with respect Lo
the relation of certification to eligibility in the lead Start

and non-lead Start populations., This variation may have reflected

cither differences among projects in their coligibility scrcening
7 B & . = 4

and certification procedure; or their knowledge of the state
Medicaid cligibility requirements. Some projects may have reported

as Medicalid eligible only those children certified at the time of

112



intake; whereas others might have reported all uncertified

children believed to be eligible but later found to be ineligi-

ble. Additionally, the idiosyncracies of certification pro-

cedures most likely hampered and complicated certification and

may have discouraged potentially eligible children from applying for

Medicaid.

An analysis of Certification and Total Participation data showed

were Medicaid certified. At the regional level, the percentage
of cumulative certification to total participation ranged [rom

24% (Region VI) to 77% (Region X).

Status Prior to Participation

Medicaid Certification

to the program and Medicaid eligibility at intake revealed that

92% of children deemed eligible at intake had been certified prior
to the program (91% in the selected projects and 92% in all other

projects). This rclatively hich incidence of prior certification

was found in all regions. With regard to Head Start children,

97% of all those eligible at intake had been certified prior to

entering the program. This pattern also held across all regions.

e,




Medicaid Certification Stulus at the End of the Year

0f all children remaining in the program or in contact with the
program at the end of the year, 44% were Medicaid certified.
There was a high degree of variation across regions ranging

from a certification rate of 19% in Region VI to 72% in Region X.

For the llead Start population, the range was from 16% to 62%.

This variation might have reflected differential regional ser-

vaic

Y

» patterns regarding the proportion of Medicaid eligible

children served by the Head Start projects.

0f the non-Head Start children certified prior to the program,
over 50% (2,658 out of 4,54l) were siblings of [lead Start en=
rollees. For the sclected projects, the proportion of non-tead
Start children who were siblings of Head Start enrollees increased
to 71%. Notable differences existed in Regions I, III and IMPD

projects where the greater proportion of non-Head Start children

consisted of non-siblings.

2. Conclusions on Medicaid Certification

a. Ilead Start projects were reasonably successful
in reaching and screening children for Medicaid
cligibility, particularly in the case of non-
llead Start children.
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b. It should be noted that the projects' outreach
techniques to non-Head Start children, in many
cases, emphasized the recruitment <f siblings
of Head Start enrollees already certified,
rather than siblings in Head Start families
?eléevea to be eligible but not yat certi-

ied.

c. It is also possible that some proiects waited
until certification was secured before selec-
tion. Those regions which reported lower non-
Head Start certification rates may have been
more effective in outreach.

oy
l::ﬂ

iSCﬂ upon opservations made on the on=-site
visits the parent involvement component was
gen erally useful in providing for outreach,
screening, and establishing Medicaid eligi-
bility, particularly with the siblings of
llead Start enrollees.

3. Policy Considerations on Medicaid Cértlflgatlan

a. Head Start projects could be provided assis-
tance in placing greater emphasis on develop-
ing outreach technigues that can bring more
potentially eligible but not necessarily
already certified children into EPSDT. In
order to fully implement such a strategy,
however, available staff resources must be
considercd.

b. Because of the demonstrated success in reach-
ing siblings, the Parent Involvement Component
in the Head Start program could be givenr even
greater stress in its role to ensure that
community resources are made available to all
ncnbers of Head Start [amiles.
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D. PREVIOUS HEALTH CARE: SCRELNING OF HEAD START PARTICIPANTS

1. Analysis of Tindings

Data was obtained to describe the previous health care, both
screening and treatment, that had been received by participating
Head Start and non-Head Start children, prior to their entry
into the collaborative effort. This information served as the
basis for measuring the impact of the collaborative effort as
shown by the extent that health care was received during the

program year .

The health screening status of Head Start children prior to their
entry into the EPSDT Collaborative Elfort (Table IV and IV-A in
Appendix A.) was collected from the intake torms completed by

the projects, which requested information on screening obtaired

ctly

I

within the year prior to entry. The data reported were dir

oy

o

related to the parental ability to recall the child's health ¢

history.

on the national level, 22% of the Head Start children had been

enrolled previously in llead Start. The largest number of chil-

dren carried over from the previous year occurred in the IMPD

projects where over one out of three Hecad Start children had

been previously enrolled. Carryover of children was less pre=

valent in Region IX, where less than 10% of the children had

116



The status of prior enrollment in Head Start was important in
reviewing screening services received prior to the collaborative
effort as the lead Start program is responsible under the OCD

rformance Standards for providing health screening to all

hj\

olle

U"J‘

it

LFH]
m

In general, the role of Head Start as an effec-

calth screening services was shown by the

o
\l——'

tive supplier or h

higher level of such screening among previously enrolled llead

Start children.

On a national basis, 92% of the children participating at intake

“whHo- had been previously enrolled in Head Start had also received

screening, as compared to 63% of children not previously cnrolled

who had been screcened. Although the trend is less strong among
the selected projects,at 79% to 45%, prior enrollment in Head

Start appeared to be most closely related to prior receipt of

The principal deviation from this trend appeared in the IMPD

@t@jg:?spwﬁéfgfénly_Sﬁ% of the children formerly in lead Start

had been screened compared to 52% of not previously enrolled

children who had been screened.




V- 19

Medicaid Certification/I'rior Screening Service

ln

At the time of intake, 41% of the Head Start children partici-
pating in the EPSDT Collaborative Effort were Medicaid certi-
fied, 3% were classified as not certified and 56% as "other"
(not eligible or Medicaid eligibility unknown). Although it
was expected that Medicaid certified children would be better
able to obtain health services and. be screened more frequently
than the uncertified children, a child's status regarding
Medicaid ¢ rtification did not in fact, have a strong influence

on receipt of scrcening services overall.

On a national level, the proportion of llcad Start children who
had received screening was nearly identical in both instances:

71% of the Medicaid certified and 70% of the not Medicaid
certified. Such finding is to be expected because the Performance

Standards require screening of all Head Start enrollees.

In the sclocted projects, the prevalence of prior screening among
the previously enrolled population was generally high-=-in five
projects, 100% of the praoviously enrolled licad Start children
'haﬂ been screcned prior to intake. llowever, there were also
marked deviations from this pattern. 1In Lubbock, only 20% of

the previously enrolled had been screenad prior to intake; and

in Fast 5t. Louis, only 36%.

O
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The Medicaid certification Sﬁatus of Head Start children screened
varied among the selected projects. O0f the projzcts re-

porting children who had received prior screening services,

12 stated that over 70% of the entire Medicaid certified group
ﬁad been screened before enrolling in the 1974-1975 Head Strat
%ragram year. On the othey hand, one project reported no Illead
Start children who had been screened were Medicaid certified.
There was some difference between the prevalence of screening

received by Head btaft children classified as "Other'" within the

lecte

n
ol
‘F

'd projects (40%) and on the national level, where it

averaged 67%.

2., Conclusions on Previoug llealth Care: Screening of Head
Start Participants

a. Relatively few Head Start children were carried
over from the prewious program year as reflected
in the national average of 22%. It appcared that
most children enrolled in llead Start only have
one year's experience except for such specialized
Head Start programg as IMPD.

b. For those children enrolled, the lead Start pro-
gram had been hlghjy successful in obtaining
screening services which sugyests significant
compliance with QCD Performance Standards, al-
thaugh the exact nature and extent of screeninhg
sorvices obtained are unknown.

¢. Less than 50% of the Head Start children partigié
pating were Medicaid certified, which sugges
that llead Start programs relied to a great uxLanL
upon their own program resources to provide
yCrecning servicos
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d. The wide variation in Medicaid certification
among the selected projects most likely re-
flects local conditions, such as the avail-
ability of community health resources, flexi-
bility in the provision of Medicaid services
within the state, and the initiative on the
part 0f the individual project to utilize
community resources.

3. Policy Consideorations on Provious flealth Carce:

Scroening of fioad Start Participants.

a. Since most children enrolled in the Head Start
program benefit from these services for only
one year, every effort should be made to ensure
that all enrolled children receive screening
servwiges early in the program year so that
adeguate follow-up can be made. MNigh priority
might be assigned by OCD for monitoring in-
dividual programs for compliance with the Per-
formance Standards in this regard.

b. Head Start programs could be provided assis-
tance to ensure greater utilization of com-
munity health resources for the provision of
screening services to augment their own pro-
gram resources. This objective of the EPSDT
Collaborative Effort as a specific program
strategy appears to have much merit.
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E. PREVIOUS HEALTH CARE: TREATVHMENT RECEIVED BY HEAD START
PARTICIPANTS

A profile of treatment recceived by Head Start children during
the vear prior to enrollment was provided for all demonstration
projects in Table V (see Appendix A). ireatment included
medical, dental, mental health and nutritional services. The
treatment categories were stratified by the Medicaid certifi-
cation status of the childrern, i.e., children who are Medicaid
cortified, children not certified but eligible, and "other"
(children whose Medicaid eligibility was unknown or who were in
fact, ineligible), Information was not obtained regarding pre-
vious health care in relation to diagnosis. Tt was assumad
that, in those instances where treatment had actually been re-

ceived, diagnosis would have, of necessity, been made.

1. Analysis of Findings - National Sample

In the total national [lead Start sample 5,500 (10% of the paxr-

ticipating popglati@n)rfe:giygd.meﬂigal treatment the vear prior

o F

to_enrollment. In the regions, the proportion of children who

had received prior medical care ranged from 8% to 28%. Prior




o
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ot

receipt of medical treatment was nearly evenly divided between
those children who were Medicaid certified or eligible but not
certificd (2,641) and those classified as "other" (2,759). The
child's status in this regaxrd did not appeaxr to have played

any role in the receipt of maedical care.

There was, however, regional variation in the receipt of medical
treatment by the child's certification status. In Region IV,
only 31% of the children who had received medical treatment

were Medicaid certified or eligible, whereas in Regions I, II,
and VII approximately 70% of the children who had received
medical treatment were Medicaid certified ox not certified but
eligible. One factor that may have been operating is that

State Medicaid Plans differed in the availability of treatment
services. These differences would then govern the receipt of
services by the Medicaid cextified,

Dental Services

Approximately one out of three llcad Start children had received

dgnﬁalﬁgggcen;ngé;reagmgngfEfiqxﬁtgrthefégllgpqﬁqt;vg,QEert;

Region VIII's Head Start population had the greatest proportion
of children who had prior dental services (58%). At the lower
range of the scale, only 23% of the children in Regions I and V

had received treatment.
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The number of chitdron who had received dental screening/Lroat-

ment and who wore classified as "eother," i.e., ineligible for
Medicaid or of unknown status (6,204) oxceeded the number of
Modicaid cortificd and oligible but not cortificd (5,039) ro-
ceiving such carce.  The major doviation from this pattern occured
in Region 1V where only 703 of the Medicald certified or ecligible

children received dental scrvices but 1,589 (1/2 ratio) in the

"other" category recceived such care.

Mental Tlealth Services

Mental health scrvices were recceived by a [ar lower proportion

of children than received medical and dental care. Only 6% of
the children participating in the lHead Start/EPSDT effort re-
ceived such services in the preceding year. The lowest incidence
of mental health services prior to enrollment in the collabora-
tive effort occurred in Regions I where 2% of the 1,882 llcad
Start population participating reccived services, compared to the
highest rate of 22% services received in the IMPD projects,
Again, Medicaid certification did not appear to play ‘a major role
in receipt of mental health services. Nationally, 1,090

children who were Medicaid certified or eligible for such

status reccived services and 1,149 children who were cligible

or of unknown status also received care.
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Nutritional scorvices were recelved by only 39 of the Head
Start population, and was therelfore the least [requently ob-
Lained type of previous health care. A notable deviation
occurred in the IMPD projects where 24% of the children had
recoived nutritional care before enrollment in the collabora-
Live ofifort. This diffcererce apparently reflected the avail-

ability of resources for nutritional care in these communitics.

bl

In addition, it may have reflected a more nutritionally defici-

nt anvivonment for children entering Head Start in these areas.

[

2. Findings - Selce

Proevious medicas, dental, mental health, and nutritional secrvices

recoivaed by Head Start children for the year prior to entry

into the collaborative effort for 18 sclected projecls was also

-im Report) within each

e

identified. (Sce Table V=A of the Inte
arca of scrvice the children are differentiated by their Medicaid

ceortification status.

In the sclected projoects, an averagye of 10% of the children
entering the program had received medical treatment within the

provious year and was consistent with the national average, A
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wide range was evident in the modical treatment/participation
ratio; for instance, litktle or no children had been treated in
Tons River, East St. Louis, Lubbock, Blackfeet and Fort Peock,

but 46 out of 132 children had received such care in Medford,

Oregon, Because the profiles of the projects with low inci-

donce of medical se diffi~-

1M
-y

vi ceived differ greatly, it wa

~
I
i

]

a2 ¥

i

cult to surmise reasons for this varying behavior.

Medicalid Certified and eligible bul nol certified children in

the selected projects received medical treatment to a greater

extent than those in the "other" category: 338 to 159.

In the sclected projects, approximately one quarter of the chil=-
dren received dental screening/treatment services. The range

in the receipt of these services was broad: from 2 out of 231

children in Lubbock to a high of 118 out of 119 in Springfield.

The receipt of mental hcealth services by children in the selected
projects occurred at a rate of 50%. The rate varied from no
children in iéaminster, East St. Louls and Eugene to all children
enrolled in the Springfield Head Start project. Although the

IMPD projects had a high proportion of children who had received

services (24%), the average ratce of receipt in the

~

mental heacth ¢

¥

¥

selected IMPD projects was less than 1% which may reflect the

lack of resources in these areasg.
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Previous receipt of nutritional services among children in the

selected projects was at the rate of 1%, even less frequent
than on the national level. HNine selected projects reported
that none of their lead Start children had received nutritional
services prior to entering the program. The IMPD regional data
10wwed a significantly higher receipt of nutritional services

than in the IMPD selected projects. The lack of provision for

tate Plan may have been

€3]
ol

nutritional services in the Montana
an important contributory factor to the less frequent receipt
of such services, since two of the threce IMPD projects are in

®

that state.

3. Conclusions on Previous llealth Carc: Treatment

a. Greater proportions of Ilcad Start children
received dental screening/treatment than
any other service. The higher incidences
of dental screecning/treatment service re-
ceived may reflect the impact of the OCD
Performance Standards

b. oOnly 10% of the llead Start children had
received medical trecatment prior to entry
into the collaborative effort. Medicaid
certification or eligibility appears not
to be a factor related to whether such ser-
vices had been received. To the extent that
regional variations existed, this probably
reflected differences in the availability
of medical scrvices under the State Medicaid
Plan. The receipt of nutritional and mental
health services prior to entry was far
less common among all reporting projects.

O
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The diflerences in the incidence of various
health services recelved may reflect the
availability of thesc services in the par-
ticular area, either through Medicaid or
private health resources; priorities set

by the projects themsclves regarding the
relative importance of these services and/
or actual ncoeds.

4. Policy Considerations on Previous Health Care: Treatment

il

b,

Head Start programs might be provided assistance
in gaining greater awarcness of overall develop-
mental health nceds of pre~school children with
particular stress upon mental '

tion.

1ealth and nutri-

it
I

ocDh could press for national standards for the
provision of health services to low-income pre-
school childrer, thereby avoiding the dearth of
service provisions triggered by limitations in
individual state plans for Medicaid/LPSDT.

g



', PREVIOUS HEALTII CARE STATUS OF NON-HEAD START CHILDREN

1. Analysis of Mindings - National Sample

[5)

OFf the 6,002 non-llcad S+art children who completed intake, 73%
of this group were Medicaid certified and 2 out of 3 of these

were siblings of lUead Start enrollees.

Screening Services

out of the total non-Head Start children participating, 59% had
been screened prior Lo coming into contact with the EPSDT Collabora-
tive Effort. There was variation in the proportion of screened

to participating children across regions. The percentage of

children who had received screening ranged from a low of 38% of

non-Head Start children in Region VII to a high of 92% of such

children in Region IX.

On a national basis, a majority of non-llcad Start children, 75%

who had been screened were certified or not certified but eligible

o

for Medicaid, compared to 71% of the Head Start population. This

pattern was consistent with the data for Head Start children It
should be noted that siblings of Head Start children accounted

for over 50% of the Medicaid certified population that had been

screened.
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The certification profile for the non-lead Start child who hnad been
screcened varied by region from 469 to 299% of the non=llead Start
population. 1In Regions I, ILl and the IMPD projects, more non-

giblings than siblings had boen screened who were Medicaid cortified.

mant

]
o
i
=

Medical Tirn

Hationally, one in five non-fiead Start children had roceived medical

treatmeat within the year prior to the involvement with the collabora-

Ffo 0% of those receiving thlf Ereatment were Medicaid

[
=

tive
cortifind and, with respect to sibling status, about half
wore siblings of llead Start children. This pattern of high incid2nce

of Modicaid certified non-llead Start children receiving treatment

y1laborative effort held true across all regions.

b

prior to the c¢

Tt

Five cegions reported that they had more non-siblings than siblings

who had received such services however.

Dwxxt al

Among Lthe non-llecad Stavt children, one out of [ive also received
J

o}
=
T
[
!
T
jup
L]
I
i
=
T
ol

dental screening/treatment as compared to one
Start children. The highest incidence of receipt of lental ser-

accurred in Region VIIL where 41% of the children had received

dontal services prior to the collaborative effort. This region had

the highest proportion of Head Start children receiving dental

p_..

services also. The lowest incidence of such services rocoived

was reported. in Regions 1V and VII at 11%. However, most of the
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regions approxinatod the nablonal avorage.

85% of the nan-llead Start children who had rocoived dental services
were Medicaid cortified, and over 50% of these (21 out of 1L,L0l)

wore siblings of 'Yead Start children. Of the not Medicaid corti-

fied groun, slightly nore than 505 were non-siblingn.  This pattern
held true across oLl re,ions with an increase in Regions V and VII

where almost all the non-Head Start children receiving dental ser-

In reviewing the sibling dental

‘ﬂ
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.q
3
v
=
T
.
by’
[
I
i

vices were Medl

services, Regions, I, ITT, V, and the 1MPD projects reported that
the greater number of nor-llead Start children who were Medicald

cértified were non-siblings.

Dental Health Services

On the national level, 3% of the non-Head Start children had re-

ceived mental health services within a year of entering the colabor-
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‘hildren. The IHMPD projects deviated more sharply from this
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i 1132 of these children having received mental 1

E‘T

verd wit
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©
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g

gion
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care prior to involvement with the collaborative effort. I
1 had the next highest proportion of non-llead Start children re-
ceiving mental health services at 10%. In four regions, 1% or
less of the non-llead Start children had received mental health

services. In each region, nearly all of the non-Head Start chil-

dren receiving mental health services prior to entry were iMedicaid

O
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certified, and most of them were siblings of lHead Start enrollees.

The high incidence of Medicaid certification among non=liead

di

"'M

children receiving mental health service Ffors markedly [rom

[

the Head Start population whore Medicaid certification was not
a distinguishing factor among those children who had receivead

mental health services prior to entry into the program.

Mutritional Services

Of the non-liead Start children participating at intake, 4% ol them
had reeceived nutritional services prior to entry. Again, [or

the non-lead Start population, the receipt of such service

appe aréd to be related to Medicaid status: more than three-

utritional services were

:E:

fourths of the children receiving 1

cither certified or eligible,

As with the previous categories of health servia ices, the majority,

‘U!'"

s

61% in the case of nutritional services of the non-Head Star

o

Medicaid certified participants were siblings of Head Start

enrollees. In Region IIl, V, VI and the IMPD projects, Lthere

pattern with a higher number of non=

.

was some deviation from th

siblings or other/unknowng being recorded.
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Crindings - Sceloclod Projects

The total number of non-lead population who completed in-

take within the selected projects was 783 or 137 of the national
total. OO0 Lhe 18 selectoed projects undery roviow, four-—--Toms
River, Danville, Blackfeat and Pt Peck--did not report any

intake of non-llead Start children.

i of the non-Head Start children participating in the remaining

14 projects werce Medicald certified and 75% of these were siblings

of enrollees. Of the non-Medicaid certified group, none were

48% of Lhe non-Head Start children in the selected

projects had beon medically screenced within a year prior to en-

-

rollment as contrastad to 597 of non-lead Start children nationally

who had received such services. Of the medically screened

in the selected projects, 52% were Medicaid certified. Most of

I
o

the selected projeclts that served children who had received screen-
ing prior to entry reported a higher incidence (over 50%) than the

average, llowever, Bast 5t, Louis and Amarillo reported one child

]

or less in this category, thereby skewing the average.

Of the non-Head Start children screened, 90% woere Medicaid cortified

ancd movre than hall were siblings This pattern holds t.ruc

£

lm@ 't all non-lead Start Medicaid

ar

in all projects except Baltimore wherc

O
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certified childron screcencd were non-siblings. Baltimore also
reported three not Nedicaid certified non-siblings screenad,

but indicated no non-siblings at intake. This inconsistency

most likely reflected the project's failure to submit the appro-
priate nurber of forms (I[ntake and llealth bncounter) for cach
non-Head Start child serveaed,

Amont the 14 projects reporting non-Head Start children partici-

children had received medical

pating in the program, 8% of the:

treatment within a year of enrollment. This was a lower ratio

than that for the national sample, one out of five non-llead Start

arvic

Lﬂl

The highest incidence of

m

children in receipt of such
previous madical trecatment received--49%--occurred in the lledford

jec S5ix projects reported that none of the non-Head Start

ﬁ'

rc

g
:j
o

children participating at intake had received medical treatment.

80% of the non-Head Start children who had recelived medical

ul

treatment ware lledicaild certified as well as

[

enrollees.

b
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Nearly one out of four of the non-llead Star

aslected projects. In contrask, one

w
‘D‘
i
i
]
\'"J

creening/treatment in the

e
i

out of five non-Head Start children had received dental secrvic

in the total sample. The overwhelming majority of the non-Hcad

[0

tart children in this group were Medicaid certified and siblinys

133
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of Head Start enrollecs, cxcept n Baltinore whare all of the
non-tHead Start children receiving dental services were non-gib=
lings. 1In six projects, none of the non-llead Start children re-

ceived dental services.

In another area, mental health services, 7% of the non=lead Start
children in the selected process had received such services compared

t these children on a nabtional basis. Hedizaid certifi-

a1

3% of

e

cation of non-llead Start children in the seclected projects may

have influenced the recelipt of mental health services; since 56

out of 58 of the non-Head Start children were Medicaid certified

r eligible. This rate was same%hgt higher than the national pattern
(shown in Table VI = Appendix A ) for non-Head Start children. 55 out
of the 58 non-llead Start children who had reccived mental health
services were reported to be participants in the Paterson project

and nearly all of these were lledicaid certified and siblings of

Head Start enrollecs. Lleven projects, on the other hand, indi-.
cated that none of their ncon-Head Start children had received mental
health services prior to entry and one project had only one child

rvices.

who had received mental health

reported that their non-Head Start

m
b
n

s milarly, only three proj

[
kew!

children had rececived nutritional services prior to program centry.

=

Paterson again reported the majority of the children--54 out of

56 non-llead Start children--so reported. As in mental health
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services, nearly all of the children in the Paterson project

i
i

were Medicaid certified and siblings of Illcad Start enrollces.

3. Conclusions Previous Iealth Care: Non-llead Start children

a. The majority of the non-llead Start children par-
ticipating in the collaborative effort as evidenced

by the completion of intake forms, were Medicaid
certified and two out of three children were siblings
of Head Start enrollees. It would appear, thercforc,
that the Head Start -projects primarily recrulted non-
Hoad Start participants for the collaborative effort
from the lead Start families currently enrolled.

of the non-llead Start children as compared to

5% of the llecad Start children had received screen-
ing services prior to entry into the collaborative
effort. This similarity in incidence, accounting
for sampling bias, may reflect concentration by
some llead Start projects in providing for family
health services rather than focusing upon the
enrolled Head Start child only.

.

c. Relatively few, approximately 20% of the non-Head
Start children, received medical treatment ser-
vices prior to entry into the program, but most

of these were Medicaid certified.

d. The incidence of dental services received was lower
for non-Head Start children than Head Start children--
one out of five compared to one out of three. This
difference most likely reflects the priority placed
in the Head Start projects upon providing dental
services for its enrollees.

c. There were some differences in the receipt of mental
health and nutritional services between llead Start
and non-llead Start populations nationally. However,
because of the relatively low number of participants
receiving these services, no conclusions should be
drawn. It is interesting to note, however, that
most of the non-llead Start children receiving mental
health and nutritional services were Medicaid certified.
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I'or the selected projeois, the distribution of non-
finad Start children b, —orvice category, Medicaid
certification, and sibling statl simllar to the
pattern presented nationally. Baltimore, which served
more non-siblings than Siblingg ig a4 notable exception.

Prior mental health and nutritional services are
virtually nonexistent for non-lcad Start children ex-
cept in the case of Paterson. The fact that this
particular project was able to be garner such services
for its non-llead Start children may reflect the avail-

: ources in the community, including liberal
andards, and the initiatives by the project's
cure services fnr all its participants.

4. Policy Considerations on Previous Health Care of Hon-llead

Start Chl ldren

[flead Start programs should be encouraged to arrange for
family health services, thereby ensuring that all
family members, including the children, have compre-
hensive health care. Such program initiative, however,
must take into account limited staff resources.

Tf tho EPSDT collaborative effort is to he coffective,
llead Start projects should be assisted in defining
their responsibility for recruiting participants beyond
the immediate Head Start family. Within this context,
OCD should clarify with the Social and Rehabilitation
Services unit the extent to which Head Start programs
should be responsible for recruiting participants 1in
the general community.
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VI. INDICATORS OF EPSDT PERFORMACLH

o

The Head Start projects sought as a major priority to provide or obtain
EPSDT services for children participating in the collaborative
effort. They were concerned, moreover, with ensuring access to a

continuity of medical services for children who were found to be

in need of such care.

A significant task for the evaluation study, therefore, was to
ascertain. the effectiveness of the projects in obtaining EPSDT

reimbursable services for Medicaid certified children, both Head Start
and non-Head Start. In addition, for non-Medicaid eligible children,
there was particular interest in determining the extent to which

health services were provided or obtained in relation to the children's

Head sStart enrollment status.

In order to accomplish this task, several indicators to measure
effectiveness were established within the following parameters:

(a) the extent to which children received various health and medical
services this year compared Lo the number who received such services
prior to the collaborative effort; and (b) the relationship, if any,
between the numbers reported and Medicaid certification and Ilead

Start enrollment status. These indicators were based upon
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the asumption that increases in Lhoe numbers of children receiving
health services, particularly through EPSDT, can be attributed to
the collaborative effort.

This section, therefore, presents data on the extent to which

b

Head Start and non-ilead Start children received medical,; dental,
mental health and nutritional services according to their HMedicaid
certification and previous enrollment in lead Start. The following

tables are included.

Medical Services - Screening by Aggregate Totals Table XVI-A

Medical Services - SCrQéﬁing of Head Start and
non-ilead start Children by
Selected Projects Table XVI=A

=

Medical Services - Diagnosis and Treatment by
Aggregate Totals Table XVI-B

Medical Services - Diagnosis and Treatment

of llead start and non-Head Start

Children by Selected Projects Table XVI-By
Dental Services - by Aggregate Totals Table XVI-C
Dental Services - of Head Start and non-Head

Start Children by Selected
Projects Table XVT—Cl
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Mental Health Services - by Aggregate Totals Table XVI-D

Mental Health Services - of Head Start and non-
Head Start Children by
Selected Projects Table XVI-D,

Nutritional Services - by Aggregate Totals Table XVI-L
rvices - of Head Start and non-

Head Start by Selected

Projects Table XVIaEl

[0
o]

Nutritional

The data for those tables related to aggregate totals was collected
from the Compositive Visit and Health Care Encounter forms submitted
by the Head Start projects. There were 147 projects submitting

such data, representing an increase of 21% from the number of

projects (120) which were reported on previously.

For the selected projects, data on the health services received by

individual children was reported on the Health Care Encounter form,
and a total of 23 projects submitted these; a gain of five from
the previous reporting period. (See Intrim Report Tables I - VI-A

in Appendix A.)

Note: In many of the tables, the figures in the various categories
(crosswise) will not agree with the totals shown in Column 1
because of a "no response" by the respective demonstration
project to the specific category area. Also, the tables
mentioned above will be included at the end of each major
discusszion section.
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A. MEDICAL SERVICES = SCREENING (WABLES XVI-A, XVI-=Ajy)

Definition of Terms .

The aggregate number of children who éctually received screening
services during the program year is identified by Head Start
enrollment and Medicaid certification status for both the national
sample and selected projects in Table XVI-A. Data pertainingvto
the receipt of screening services in individual selected projects
is presented in Table XVI-Aj; for Head Start children and non-

Head Start children.

Cumulative Participation refers to the total number of children

served by the projects during the year as rcflected in Tables I

and IA. (See Appendix A.)

Children Previously Screened refers to the total number of children

whom the projects reported as receiving screening services prior
to their entry into the collaborative effort. This data has been

carried forward from Tables IV and IVA. (Appendix A).

Children Screened During Program Year refers to the total number

of children reported as receiving screening services during first

year

1l
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Children Completely Screened During Program Year refers to the

total number of children who received the complete package of
screening services that was recommended by the Health Adviscory

Committee of the local Illead Start project

Screening Incomplete/Follow—up Required refers to the total number

of children who did not receive the complete package of screening

services or needed further screening or diagnostic evaluation.

Cases Referred refers to children sent to other sources for further

assessment and/or treatment.

range of needed services.

1. Findings of Analysis

Children Screened During Program Year (C)

Aggregate Totals

The total number of children scieened increased fourfold from the
twelve-month period immediately prior to the Head Start/LPSDT

Collaborative Effort as reported by 147 projects participating
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nationally. Of the 95,997 children screened, 86% were enrolled in
tﬁé Head Start program itself, comnpared to 90% previously. For the
23 selected projects submitting data, there were 7,&24 children
reported as screened, compared to é,616 previously--an increase of

3 to 1l00and 92% of these were Head Start enrollees,

All regions except Region IIIffeE@rtéd increases in the total

number of children screened that, when compared to the previous vear,
‘wére comparable or greater than the national ratio of 4 to 1.

Most of the percentage increase in the number of non-llead Start
children screened this year can be accounted for by the gains in

Reglons IV and VI.

Selected Projects

Twenty-two out of the 24 selected projects participating in the
collaborative effort submitted information regarding the receipt

of screcning services for individual children. This information was
coded by lHead Start enrollment (current and prior) and Medicaid

certification status.

Laredo and Blackfecet submitted the required health related forms

for analysis, but each failed to properly indicate the program and

child identification number. 'This made linkage of information

between the Health Care Intake Form and the Health Care Encounter Form--
re: Medicaid status, previous and current health services received,

ctec.--virtually impossible. Reconciliation was not feasible through
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telephone contact with the project; and would have involved an
excessive amount of time for the projects themselves to correct.
Unfortunately, this information could not be included as a part

of the evaluation study.

There was a threefold increase (6,883/2,616) in the total number of
Head Start éhildren screened this year in the selected projects as
compared to the number previously screened (22 projects reporting).
The largest number of Head Start children screened was' reported

by Cleveland, Mississippi (2,456). TFor projects that had regofﬁeﬁ
previously, the greatest percentage increasgs were in Cook County,
East ét. Louis, Danville, Lubbock, Amariligxénd Eilling§_ On the
other hand, three projects--Baltimore, Springfield and Eﬁgenas*
reported the same or a decrease in the number of children screened

this year.

only 34% (2,427 out of 6,883) of the Head Start children screened
during the year had, however, been previously enrolled in the program.
This incidence was higher than the 29% of previously enrolled Head
Start children who had been screened prior to the collaborative
effort (Saé Table Iv-A, Apéendiz A). Baltimore, on the other hand,
reported that almost 50% of its Head Start children who were SEreenéd
nrolled. Seven projects, however,

this vear had been previously

Leominster, Worcester, Toms River, Dayton, Lubbéck,chrt Peck and
Eugene--had less than 5% of their Head Start children previously en-

rolled.
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There 1s no clear indication whether Medicaid certification

had any bearing on the total number of Head Start children

gcreened siince 50% of these children (3,470 out of G,883) were
Medicaid certified and over 49% were either ineligible for Medicaid
or of unknown status. Thus, only one-half of the liead Start
children screened could have possibly received such services

through the EPSDT system.

Sixteen projects (compared to 22 reporting screening of Head

Start children) submitted data on the screening of non-llead

Start children. This represents a gain of four projects from

the previous reporting period (see Table IV-A in Appendix). Projects
not submitting data, besides Laredo and Blackfeet, included Toms River,
Danville, Lubbock, Fort Peck, Fresno and Eugene. It is interesting

to note that Laredo and Eugene had reported non-lHead Start children

as receiving screening services prior to the collaborative effort.

Oon the other hand, Toms River, Danville, Lubbock, Fort Peck,

Blackfeet and Fresno did not report for either period.

Of the pr@jects reporting, there was 541 non-Head Start children
screened this year, an increase of less than 50% from those
reported screened prior to the collaborative effort. (Table XVI—%L)E
The highest actual number of non-lHecad Start children screened

occurred in Cleveland (252). The next highest was Paterson, with

144




<
(g
1

52. The major.ity (65%) of the non-Head Start children screened

were siblings, and for 7%, their kinship relationship to Head Start

children was "other" or not known.

Most of the non-Head Start children screened (500 out of 541)
had not been previously enrolled in Head Start. Only Medford
reported a majority of its non-Head Start children (16 out of

25) as previously enrolled.

A greater proportion of the non-Head Start children (82%)

were Medicaid certified, as cémpared to the incidence reported
for Head Start children. Of the Medicaid certified group, the
majority (62%) were siblings of Head Start enrollees. Thus,
Medicaid certification may have been a factor in the receipt

of screening services for non-Head Start children this year,

with the likelihood that such services were EPSDT reimbursable.
Children Completely Screened (D)

Aggregate Totals

Nationally, 30,540 out of 95,997 children screened--Head Start and non-

Head Start--or 31%, received the complete package of screening services

]

as recommended by the local Head Start liealth Advisory Committee (Table
XVI-A). For the selected projects, the pergeﬁtage of children who had

complete screenings was much higher at 70% (5,288 out of 7,424).
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Either selection bias or the sensitivity of the projects to

completing the screenings because of their special status may

have accounted for this wide wvariation. lead Start children were by
far the majority (8l%or 24,884 out of 30,540) of those children reported
completely screened. However, only 29% of the Head Start children

screened nationally had the complete package--24,884 out of 82,782.

At the regional level, only four regions exceeded the national
average of 31% of children completely screened--Regions V, VI, IX
and the IMPD projects, with 35%, 33%, 34% and 38% respectively.
Three regions--VIII, IX and the IMPD projects--reported a

greater proportion of their Head Start children completely
screened compared to the national totals--37%, 40% and 34%,
respectively. Two regions were much lower-—-Region II at 16%

and Region VII at 10%.

The proportion of non-ilead Start children who had complete
screenings nationally was slightly higher at 34%. Three regions--
Regions II, VII, and X-- greatly exceeded this percentage at

50%, 55%, and 50%, respectively.

Fi
o
q_d
[
[
i
L1,
fs?
Gl
[
[
]
|":p
19
e

The Head Start children enrolled in the selected projects usually
received conplete screenings, representing 73% of the total screcened.

(Table XVI-A.) Moreover, 17 of the 22 projects reporting in-

dicated even grecater proportions of completely screened llead Start
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all of its 626 children were in this éategéry and Springfield,

114 out of 117.

Approximately 37% of the Head Start children completely screened
had been previously enrolled in the program. In Cleveland,
however, the vast maj@rity_af such‘:hildfén had been in Head Start
during the prior year, and in Fresno, all 56 children completely
screened had been in the program before. The majority of the
projects, however, reported greater numbers of Head Start children
completely screened as not previously enrolled. One-half of the
Head Start children completely screened were Medicaid certified;

the other half were mostly coded as ineligible or status unknown.

For non-Head Start children, 73% (398 out of 541) had complete
screenings, and nine éf the sixteen projects reporting indicated
that a majority of their Head Start children had been completely
screened. In Paterson, for instance, all non-Head Start

children were completely screened., Three out of four of

these children were siblings, and over 95% had not been previously
enrolled in Head Start. TPFor Medicaid, 89% (331 out of 398)

were certified and the majority of these children (283 out of 331)
were siblings. It should be noted that Cleveland accounted for

211 of these children (Table KVIEAl)g
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Screening Incomplet&ﬁﬁallQW*up Required (E)

Aggregate Totals

(o

ty of children

Follow=-up services were required for the major
screened nationally (68%) because screening had not been

completed. The aata is insufficient, however, to determine the

nature of screening services still needed. Also, there is no
information regarding the relationship Eatwaén the availability.

of a full range of screening services and extent of completion,

or the impact of program management (length of time required to
complete screening and subsequent preparation of forms, etc.). On the
other hand, only 29% of ﬁhg total children screened in the selected
projects required follow-up services. Most of the regions followed
the national pattern, with Regions I and VII reporting even higher

percentages of incomplete screenings at 77% and 8l%, respectively. .

The proportion of incomplete screenings fgr Head Start children
compared to total number screened was higher than the national
average at 69% (57,898 out of 82,782). Three regions--I, II, and
VII--were even higher at 79%, 83% and 82%,rrespectively. The

o

lowest rate was reported by Region IX, 59%.
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The rate of incomplete screenings w.s much lower for non-
Head Start children nationally at 49% (7,559 out of 13,218).
Four regions--I, III, VIII and IX--were much higher at

77%, 55%, 57% and 73%, respectively. Interestingly,

o

the IMPD projects reported only 1% of their non-Head Start children

as having incomplete screenings.

Selected Projects

About 28% (1,993 out of 6,883) of the Head Start children screened

in the selected projects required follow-up services. Sixty-nine per cent
these children (1,381 out of 1,993) had not been previously enrolled

in Head Start and 53% were !Medicaid certified.

Eleven projects reported substantially lower proportions of Head Start
children receiving incomplete sScreening, compared to the overall

average of 28%. Amarillo, for example, reported that none of

its Head Start children required follow-up, and Springfield

indicated that only threce of its 117 children were in this category.

For those projects reporting relatively low numbers of children with
incomplete screenings, the majority or all of their Head Start children
réquiring follow-up had not been previously enrolled. In this instance,
their behavior did not differ from other projects who had greater

numbers of Head Start children needing follow=-up.
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Medicaid certification status appcars not to have been a

factor in the extent to which the projects were able to

complete screenings of Head Start children. Eight out of

11 projects with relatively few Head Start children needing
follow~up indicated that a majority éf them were Medicaid
certified. 1In Clévelaﬂa, however, over half (505 out of 946)

of the Head sStart children with incomplete screening were either

ineligible for Medicaid or of unknown status.

Only 26% of the non-Head Start children screened required follow-
up services, and most of these (136) had not been previously
enrolled in Head Start. Nine of the 16 projects reporting

stated that a majority of their non~Head Start children had
complete screenings. Less than half (41%) of those children
requiring follow-up were siblings of Head Start enrollees and,

of the total number of non-ilead Start children in this category,

82% were Medicaid certified.
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2. Conclusions on Recelpt of Medioal Services = Screening

a. Feour times as many children were screencd nationally
this year, compared to the incidence reported priox
to the introducticn of the EPSDT Collaborative Effort.
The owverwhelming majority (86%) of children screened
were currently enrolled in the Head Start program.
Tiliis finding indicates that the projects made a
special effort to ensure that their Head Start children
were promptly screened and reported.

b. The Head Start projects were less successful in en-
suring that complete screenings were provided, since
only 31% of the children were reported in this category.
Tnis low incidence, however, may have been the result
of a time lag in the reporting, or an indication of
the availability/accessibility of a full range of
scraeening services/providers.

¢. 0f the HHead Start children screened in the selected
projects only 34% had been previously enrolled. Thus,
the projects primarily screened children who had not
been known to Head Start previously and who, thercefore,
vere unlikely to have previous screening.

d. No conclusions can be drawn regarding the impact of
Medicaid certification upon receipt of screening services,
since the number of children certified vs., those whose
eligibility was unknown oxr ineligible was about equally
divided.

e. The number of non-llead Start children screened in the
selected projects increased by less than 50%, compared
to those previously screened. This increase was not
as dramatic as that reported for llead Start children,
however. The projects may have concentrated their
efforts on screening (and reporting) Head Start en-
rollees as an ongoing program function.

f. The vast majority of non-Head Start children screened
had not been previously enrolled, and most were siblings.
Therefore, this finding shows that the projects made a
concerted effort to provide services to the families

’ of Head Start children, rather than an unrelated group.
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3. Policy Considaraltions on_Receipt of Medi ical gervices Screening

a. bMore definitive information is needed regarding the
content of the screening package in local Head Start
projects and the time frame in which children are
screened (at admission, during the program, etc.)
in order that an evaluation can be made about the
consistency and quality of screening services provided.
Also, there is need for information about medical prob-
lems that may be discovered during the screening and
provision for follow-up on these.

b. ead Start prajectg can better utilize EPSDT services
t@ provide screening if adequate technical assistance
is available to aid in accessing iledicaid funds, thereby
relieving the Ilead Start program of paying for all
health services. :

¢. Further, if greater priority is given to ensuring that
all children are completely screcned as soon as possible,
then the likelihood is greater that Medicaid certified
children can receive diagnosis and treatment, if needed,
as a reinbursable service. Such priority is important
because Medicaid eligibility tends to fluctuate over
time.
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INDICATORS OF EPSDT PERFORMANCE: MEDICAL SERVICES-SCREENING
BY AGGREGATED TOTALS
Table XVI-A

CHILDREN
CHILDREN PARTICIPATING CHILDREN SCREENED DURTNG
CUMULATIVE PREVIOUSLY SCREENED PROGRAM VEAR

115 NiiS TOTAL H5 s | oraL H5 Hs

Sr—— i e P g - e m@ i e ————
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TNDICATORS OF EPSDT PERFOIMANCE: MEDICAL SERVICES-SCREENING

BY AGGREGATED TOTALS
Table #VI-A B o - o
(Continued] 7 R I

CHILDREN
COMPLETELY SCREENED SCREENING INCOMPLETE
DURING PROCRAM YEAR FOLLOW-UP REQUIRED
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* Not included in totals. Amounts are, however, reflected in the various regional totals.
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MEDICAL SERVICES

Table XVI-Al

INDICATORS OF EPSDT PERFORMANCE:
SCREENING OF HEAD START AND NON- HEAD START CHILDREN
BY SELECTED PROJECTS

SELECTED

,,A -

CHILDREN

PROJECTS PARTICIPATING
By __CUMULATIVE )
STATE I
s NHS
TOTALS FOR T 7
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l INDICATORS OF RPSDT PERFORMANCE:
‘ MEDICAL SERVICES ~ SCREENING OF HEAD START AND NON-HRAD START CHILDREN
BY SELECTED PROJECTS
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INDICATORS OF EPSDT PERFORMANCE:
MEDICAL SERVICES - SCREFNTNG OF HEAD START AND NON-HFAD START CHILDREN
BY SELECTED PROJECTS

Table VI-Al [Lo2t"
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INDICATORS OF EPQDT PERFORMANCE ¢
MEDICAL SERVICES = SCREENING OF HEAD START AND NON-HEAD START CHILDREN
BY SELECTED PROJECTS

'~ Table XVI-Al {Cont'd)
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INDICATORS OF EPSDT PERFORMANCE:
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INDICATORS QF EPSDT PERFORMANCE:
MEDICAL SERVICES = SCREENING CF HCAD START AND NON-HEAD START CHILDREN
BY SELECTED PROJECTS

Table ¥VI-Al (Cont'd)
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~ INDICATORS OF EPSDT DERFORMANCE
- MEDICAL SERVICES - SCREEVWING OF HEAD START AND NON-HEAD START CHILDREN
BY SELECTED PROJECTS

Table XVI-Al (Cont'd)
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INDICATORS OF EPSDT PERFORMANCE:
SCREENING OF HEAD START AND NON-HEAD START CHILDREN
BY SELECTED PROJECTS

MECICAL SERVICES -

- Table 1-a (Cont'd
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: INDICATORS OF EPSDT PERFORMANCE:
MEDICAL SERVICES « SCREENING OF HEAD START AND NON-AEAD START CBILDREN
BY SELECTED PROJECTS

Table XVI-Al (Cont'd)
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B. MEDICAL SERVICES -~ DIAGNOSIS AND TREATMENT

Many children once screened needed diagnostic evaluation because
evidence of a possible medical problem had been detected. Treat-
ment services were to be prescribed as necessary and obtained

as part of the continuity of medical care envisioned in the

collaborative effort.

The data presented in Tables XVI-B. and XVieBl desgribe the extent
to which diagnostic and treatment services were actually recaived
during the program year. The information is categorized by current
Head Start enrollment nationally. For the selected projects,

Table XVI~Bq, the data is further arranged by Head Start enroll-

ment prior to the collaborative effort, Medicaid certification,

and sibling relationship to Head Start enrollees.

Definition of Terms

Children Diagnoscd/ivaluated refers to the total number of

children who receivoed specific diagnostic or evaluative examina-
tion by trained medical porsonnel to determine the presence of

a medical problem for which treatment should be prescribed.

children Treated refers to the total numoer of children who

174




VI--29

Cl.ildren Treated by Type of Unit of Service refers to the frequency

with which specific treatment services were provided:

Acute/Chronic refers to treatment services
provided for medical problems which were
episodic or ongoing in nature but did not
require surgical intervention or ccrrective
devices.

surgical/Corrective refers to the application
of surgical procedures (in or out-patient) or
prosthetic devices (eyeglasses, hearing aids,
orthopedic appliances) to alleviate a medical
proplem.

Other refers to treatment services provided
but not covered under the above two categories.

Children Requiring Follow-up refers to those children diagnosed

or treated for whom the n - follow-up services had been in-

dicated.
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1. Analysis of Findings

Children Diagnosed/Evaluated (B)

Aggregate Totals

There were 9,197 children who received diagnostic or evaluation
services during the program year, of whigh 85% (5,966 out of
9,197) were currently enrolled in Head Start. For the selacted
projects, 1,890 were reported to have received these sa;vices

and 94% of these were Head Start children.

No information is available to determine whether the diagnostic
services received as a result of the screening. However, if

such assumption can be made, then less than 10% of children
screened nationally were also diagnosed; and for the selected
projects, this percentage rose to 25%. llowever, caution should be
exercised in considering this data since there is no evidence of a

sequential relationship between screening and diagnosis.

According to recent hearings before the House Subcommittee

on Oversight and Investigation . (October, 1975) 4+, only 15%
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had been screened by 1974. Of the: . nearly one-half were

ﬁ@und to néed'adaiti@nal diacaosis and ireatment services.

Therefore, the Head Start projects appear to be below the

national experience in this regard. All regions, except Regions ILII,
VI and VII, which reported much lower percentages at 4%, 7%,

xand 4% respectively, followed the national pattern in relation

to the proportion of children diagnosed compared to those screened.

selected Projects

Twenty-one projects submitted data regarding the receipt of diag-
nostic/evaluative servicesg by llead Start children this yéarig
Oof the children screened, 26% (1,791 out of 6,882) received diag-
nostic services. Cleveland accounted for over 50% of this group
(975 out of 1,791). Seven projects--Leominster, Trenton, Baltimore,
Amarillo, Springfield, and Fort Peck--had less than 10% of their
Head Start children diagnosed who had been screened. .Thrge projects,
however--Toms River, Lubboak and Medford--were c¢loser to the average

for all‘selected projects,

i

.'\:
(2) last St. Louis did not report any children in this category.
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0f the Head Start children diagnoscoi, 89% had been previouusly

enrolled in the program. The majority of the projects indicated

that very few of their diagnosed llcad Start children had beor
in the program praviously. On the other hand, PFresno roportod

all children in this caktegory as previously ecnrolled, and in

'ort Peck, 10 oculb of 19 were.

Less than half (47%) « khe total numbher, of llead Start children
who received diagnostic services were !Medicaxd certified, which

mnonwost likely borne
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means that the
by the family or by the program itsclf. .lany of the projects

individually reported greater proportions of Head Start children as

u—*:

Medicaid certified. For example. three projects--Trenton, Paterson

and Springficld--stated that all their Head Start children
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receiving diagnostic services were Modicaid certified, and eight

70% were in this cate
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Only nine projects--Leominster, Worcester, Paterson, Baltimor: .

""u

Cleveland, Dayton, appleton, Billings and Medford--reported

P

non-llead Start children being diagnosed, as comparcd to the 21

llead Start children in this category. A total
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Gtart children were diagnosed among the nine projecls

&q

of 99 non-llead
with the highest nuanber (69) being located in Cleveland. Thrae
projects=—-Baltimore, Appleton, Billings--had one child each and

Medford had two.

Q .

ERIC | 178

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

v o~33

Of the 99 non-ilead Start ehildren, 90% hoad not been & the pro-

gram previously. Worcester did state, however, tha cxooul of

cight of its non-Head Start children diagnosed had been in the

program prior to the collaborative effort. Almost all (94) of

the non-=Head Start children diagnosed were Medicaid certifincd.

Children Treated ()
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On the national level, 10,799 children were reported as treatoed

during this year. This represents almost 11% of those scrceencd;

<

but agoin there is no evidence that such services wnre renderod

sover, Lhere is a
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as treated than diagnosed,

l
jad
]
b

cat: iber of children Ju

ul
Py
hes

evalunted. This finding most likely :flects traditional medi-

cal practices rather than inaccurate reporting, since . dical

A

personnel tend to consider diagnosis and treatment as one sor-

vice, with the greater emphasis upor

—

trcatment; and since both

are usually provided at the same time.

Also, t: is probable that many children, particularly thosc

with acute symptoms (colds, stomach ailments, fractures, ctc.),
were referved dircectly for treatment without an antecoedent
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substantiated that they did, indeed, refer children directly

for treatment without screcning or diagnosis services being

"

i
=,
L8
i
]
m
4]
o
'
@
Q
""1

provided, cither because the medical problem




E\.

Aruitoxt provided by Eic:

RIC

VI-37

because the condition had boen liagnosaec

i

ol Lot

ot

prior to the collahorative

Of the childron voported as treated, ho

were Head Start onrollocs. PFor the sel

which

children were troated, of over

llocad Start at that time.

wh

Regionally,

national rate of screenced children who

Reginn Vi registering the highest at 2

were the IMPD projects at 19%. The

Raegion TIL (4%).

was in

2,008 Head

St

of those screencd,wore raported in rec

Bl
o

reporting.

Over half of the lead Start children we

in the program, but most of this group
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t. Most of the projects
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The majority (56%) of Head Start children treated were,
however, either ineligible for !ioolicaid or their status was

unknown. ‘The Cleveland and Amarillo projects accounted for

most »f these children, but Hingston, Lubbock, Applet
Ll Centro alse  ported more childron as Medicald ineligible

v slLatus anknown. Most of tl projects raported the

oy
"

—t

i)

majority | their Head Start children as Medicaid cert.llcd.

recoived, thero

i

e

As was the case with diagnostic seorvice

?l"ll‘

wore few (95) non-lead Start children réported as treated,

arnd thesoe constituted 177 of the total non-llead sStart popula-

to 13 for

—J
L]
]

tion ac voar. There was an increas

children in

]
~
Ins
‘t—“

the number of projects reporting non-licad Ste

this categeory rompared to those reporting diagnostic service

o8]

(7). Cleveland again accounted for the majority (58) of the
non-Head Start children treated. Leominster was next highest

of the non-Head Starc zshildren (91 vut of 95)
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and most of these (67) were siblings of licaa Start enrolle

Aqgregnte Totals
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There were 23,655 treatment services provided to
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Sed L

the year, which would sugg

P
[

children nationally
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that on the average cach child - reated reccived 2.6 unitks of

sorvicos.

22,0008={treatment units)

= 2.6 (treatmoent units por

10,7949 (¢hildren treatad)

Acute,'chronic treatment was by far the most predominant type of

service provided at 83% of the total (24,015 out of 28,05%).

Surgical/cor treatwent was the least prevalent service

provided during the year 2,149 units of service. For = sther" units

2,491 sroh services were reporied.

Most (B47) of the acutec/chronic treatment units, were = Voo

b
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to Head Start chiidren. At the selected proje

3

greater proportion (954 of

services was given to lHead

Starl children. Regior IV had the highest number of acut

rvices provided: 10,657, or 40% of the national total.

‘l J‘

He lowest incidence was in Region ITT, with 261 units reported.
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Interestingly, Region T provided a greater

1m =

Jl

to non-Head Starkt eohildren, 54% or 1,294 out of 2,397 units

reported.

The majority (88%) of the surgical/corrective untihts and

"other" treatment also provided to Head
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i
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This pattern he | true [or the s
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projects and at the regional ol

There wore 10,189 units of treatment sorvices provided to Head

Start children in the selected projects during the year. Using

the formula cited above, this means that cach lHead Start child
treatad in the selected projects received 5.6 units of service,

or double the national rate. Acute/chronic services were again

the most prevalent (953%) of the total units provided. Only

P

18

T

were reportoed

units anc

730 surgical/cor

for Head Start children. linateen pro

in this catcgory. Uresno, whil

reporting

children, provided no information on units of scrvice.

r otwe thirds of the acute/chronlc

Cleveland accounted for

carvices provided, and Amardllio sas next with 639. Tranton

of thoeso units

gportod the least, 15. The méi ]
went to llead Start children who were proviously enrolled in
the program. Five Hrnwnﬁtz==L¢wm1natQ , Worcester, Tronton,

Dayton and Lubbock--repor tad no ﬁFHtU/LhtUHJC troeatment

anits provided to previously cnrolled Head start children.

its wore provided to Head

Stas b children who woroe cither ineligible for Madicaid or
whose status was unknown. lMost of these waere providaed
fload Start children in Cleveland, amaril. o, Applaton, “tem,

and Lubbock. The majority of the remaining projects, 13 out
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of 19, indicated that the grearcst proportion of these

units wont to Medicaid ceortified Head Start children.

of service being given to Head Start children (Leominster, Worcc

Baltimore, and Dayton did not report in thig calbegory.)

Oveor halt (547) of thoesc to previously enrolled
flead Start c™ildren, nost of which were in Cleveland. Like

hutu/c f@llg sorvices, the majority of Eu:q g]/ED]FNLtLVP

units went to lead Start children reported as Medicaild

A

Qther , with Cleveland contributing the largest number to

e

this out of 361). Nine out of 14 projeckts

provided the majority of

fleacd Ztari childroen.

£ 182 chﬂt treatm

hd

tiisghteen projects reportod a total «

units being received by iicad Start children. Eight out of

the eighteen projects had no previously enrolled Head Start

child recciving oOthor treatment units. The majority of the

children in Cleveland, on the other hand, wore previous lv

.
)

cenrolled in the program.  The majority (99 out of 182) o

the Other  Evreabtment sorvices wont to Medicaid certified lead

Start zhildroo.

184

tecn projocts reported a tal of 730 surgical/corrective units



A total of 448 units of troabonnt oo srony e Lo oA n=Toead
Starlt children at a rate of 4.7 v.rig por enild,siiont

lower than the rate for Head ftart child en -onnuch higher

ite/chronic

than the nation: average for all children. A

treatment again constituted the major unit with a frequency

of 95%. This was comparable to Lhe rate rop rted for lHcad

Start children. Only two units of surgical/correc

services and nincteen  Othor  Ctreatmert units went to non-llead

Start. children.

srojects did not report any acute/chronic services

i

Fourtoeoen

being provided to non-liead Start childreen; and five--

pot

Cook County, kingston, Lubbcok, and ELl Centro--had five

or fewer children in this group. Nearly all (96%) of the

non-Head Start children receiving this kind of treatment had

not been in the program previously. A majority (84%) <&
the non-licad Start children were Medicaid certified, and a

preponderant number (333 out of 362) were siblings of llead

enrollces. Only two projects--Leominster and Applceton--

raeceived by

reported acute/chronic units of

non-Medicaid certificd children not currently enrolled in

. Tn this group of 33 children, 18 were siblings

'

of llcad Start children. It should also be noted that for

these two projects the majority of treatment services went

hedd
9]

to non-=Heacd Start children.
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Appleton was the onlv proivet roporting surgical/corrective
PP VoI ! g sUrglce Ve

being provided to non-llead Start children. These

iyl

service

ervices were provided to Medicaid certified children not

oy
]

previously oenrolled in NMoad Start, and neither was a sibling

of a Head Start onrolloc,

Five projocts--Loominster, Cleveland, Appleton, Billings and
nineteen units of Other treatment

children. Medford was the highest

of the nineteen units were given

to non-liead Start children not previously enrolled in the program.

The majority of thesce services went to Medicaid certified child-

ren, of which over 78% were reported to be =giblings of Head Star

children.

Children Requiring Follow-ur (L)

Less . than half (467 or 9,290 out of the 19,996) of the children

255

diagnosed or trcated nationally reguired follow-up

2 vast wmajority (897) were enrolled in llead Start in the selec
projects, and 427 of the children diagnoscd or Lreated dur.ng th
vear necded further scrvicoes. Reglonally, thuere was éang“;l ad-

herence to the national patrtern cxcopt ia Reglon VII, which had

much lower tocicence ~f chiidrern needing foliow-u,. (23%), while

Region Ik reported noarly 605 2f its eniil..en in this cetegor: .,

t

a




Selected lrojects

3,799 Head Start children in twenty-two snlected projects

reporting received diagnos tic or treatment scrvices during

this program vyear as part of the collaborative offori. Of
theso, 1,813 or 475 rexquired fellow-up scervioces.  The
highest nuwber of children reguiring services ocourrad
in Cleveland (992).  The next highes .. woanville with 182.
Eicght projects reportod greater propor ..ons of children

neaeding follow=up than the average rate tor the selected

projects. Medford and Eugene, on the other hand, indicated

U

that most or all of the Head Start children diagnosed or

treated did not neced follow-up.

Most (G47) of the flead Start children neeging follow=up had

not bcen in the program previously. Of the twenty-two

project:, five had no proevious enrollees among llead Start
_;hilircn noeeding follow=up. Fort Peck was the only project

with a greatoer proportion of previously cnrolled lead Start chil-
dren amoni this group,. Less than half{ »f the lead Start children
{857 out of 1£813) were Medicaid ceriified, although most of

the projects ropor: that over 507 of their Head Start

childroen needina follow-up were certified.

(56 out of 194) of the non-llcad Start children diagnosed

U M

or treated during the year reguired follow-up services:s 0f

the fourtcen projects reporting . on-Head Start ehildren

diagnoserd or treated, five--Baltimore, Cook County, Dayton,
O
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Lubboack and Ll Ceontro-=-stated titol nonz of the nalsdren neodod
follow~up.

Fifel out of the 56 non-Heoad Start children in this group had

net in the program previously. A majority (47 ont of 506)

Py’

Sedis id certified and siblings of tlead Star: carollees

oot 56) .,

2. Conclusions on Roceiplk of Diagnostic and Treatment Scrvices

a, ey children wore diagl sreated compared to
the number of screcnings . Data w., @ uin-
available on the nature c seroenings or nodical
findings, so no conclusion can be drawn about Lhe

. reason for such a low incidence, i.e., whether such
data reflects a healthy child population orxr short-
comings in the health care system.

ldren 1w titute an overwhelming
f children diagnosed (85%) and
ﬂaLLDnﬂligi This may be attributed

i ¥y to ceontinued n alth care
artici@ati@n in lead art, since this
xds tha 74% of lHead Start ~hildren
'n thc collak~rative effort overall

X8
'
| n’*

iy

far tho

c/chronic troabment Lervices Iy 1
: ‘ lead Start and

of service pr.
children a™ b c
-he national .. e individual

ts level.

. & than half of theo llead Start <hildron in the

-
b
»

selected ptojgc-‘ receiving diagnostic or treatment
icos wore Modicaid certified. 7The creater pro-
porbtion was Lithor dineligible or of uniknown status,
which may reflect administrative lao. e large
number of children JH Eleveland tended, howaver

to skew the é “aining to the behavior of in-
dividual od projects.

sl

O
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on che @thér tiand, the wijority of non-~licad Start
childr ilEﬁHULDd or ated were Medicald certifiled
and =i bllnq; of Head Start enrollecs. This finding
again hlthlght' the néed for the participating
projects to assign priority to delivering BPSDT
ruimbursable services o families of Iead Start
children rather than to the general community.

imately one half of the licad start children

I 1] and in the selected projects requirod

follow—-up seorvicaes, Ih@rg was a much lower incidence
3 of zuch need among non-Head Start children.

to insufficient data no conclusion can

gJLdlﬂ\ the relative health status of the

a.

So Lv’“jg

Tha cmu? on this evaluation study is on the operational
ctiveness of the Head Start EPSDT Collaborative
thus data pertaining to the nature and guality

il b service provided was not obtained. However,

Ja iudle” can provide difinitive information on the
. af llead Start enrollees and their siblings,

o medical searvices are provided/obtained,

an<g de.ality of such services.

Study wota indicate that there are no linear relation-

ships bw=vgen screening, diagnosis and treatment as

C
received by children in the program. Further
can p1npo1nL the efficacy of broadscale sec rgcn1ﬁﬁ.
cularly : srevenbtive health measure, 1f there
net ad rldru provisions for diagnosis and treatment .

1
=

;utF/;HIQHIB treatment as a unit
g ser as an ilndicator of the kind of
arrangement that can be most feasibly

=

3
N |\
provided/obtained by Head Starkt. Several factors, such
1
[

P
™

[

as avallak ram resources; availability accessi-
ility to @mmun;t§ health services; or provision of
LD FV LGOS review of state FPSDT plans can

3@11:v change that will allow for
services to assure continuity of
is enlarging available resources.

w
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Continued R

acter in determining whether children can be

ensurcd continuity of health care, particularly

in those instances where there is need for treat-

ment of a medical problem detected during screening.
Additional information would greatly assist
consideracions of nolicy, since it would be helpful

to know how many children actually failed Lo reccive
adequate diagnosis or triatment services because their

Hodicaild eligihility had lapsed.

s’
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MEDTCAT SERVICES:  DIACNOSTS AND TRCATMENT
BY AGORRECATED TOTALS
Table XVI-B

CHTTOREN PARTTCTPATING CHILNREN  CHILDRIN
CUMULATIVE DTAGNOSED/EVALUATED TREATED

1h NG | TOTRL 15 NS
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¥ Not included in totals, Amounts are dispersed throughout tegional totals.
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MEDTCATL SERVICES:
(RECATY
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Amounts are dispersed throughout the various regional totals.
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DIAGNOSIS AND TREATMENT FOR HEAD START AND NON-HEAD START CHILDREN
BY SELECTED PROJECTS
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C. RECEIPT OF DENTAL SERVICES

1. Analysis of Findings

Children Receiving Dental Services (C)

Aggregate Totals

Nationally, 48,897 children were reported to have received
dental services during this year. This total iagresents a four=-
fold increase over those reported to have received such services
prior to the collaborative effort (See Table V in the Appendix.)
Thé Head Start projects undoubtedly made a major effort to
ensure that children involved in the program obtained dental
care, This concentrated effort can be attributed primarily to
two factors: compliance with Head étart Performance Standards,
and a heightened sensitivity to obtaining health services for
children, which the projects viewed as the major objective of

the collaborative effort.

Of the total group of children receiving dental services, 87%,
or 42,365, were Head Start enrollees. For the selected projects,
there was an even greater (five-fold) increase (6533 this year,
from 1253 previously) of children receiving dental services. Of

these, 93% were in the Head Start program at that time.
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At the regional level, the grealtest increases from the

previous reporting period occurred in Regions I, IV, & V with
ratios of seven to one, six to one, and six to one, respectively.
In Region I1I, on the other hand, there was a 13% decrease from
the previous year in the number of children receiving dental

services.

Selected Projects

Twenty-two projects reported a total of 6,167 Head Start
children receiving dental services this year. As noted above,
this is a five-fold increase from the previous year (nineteen
projects reporting at that time). Cleveland again had the

highest number of children (2,284, and Amarillo was next with

609.

The majarity-(€27) of the Head Start children receiving dental
services had not been previously enrolled in the program. Two
projects--Trenton and Eugene--indicated that none of their Head
Start children were previously enrolled, while three
projects--Baltimore, Cleveland and Fort Peck--reported that the
majority of children had been enrolled in Head Sﬁart prior to the

collaborative effort.

One half (50%) of the Head Start children were Medicaid

certified, but an almost equal number were either ineligible for
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Medicaid or of unknown status. FPFifteen projects reported

a majority of the Head Start children receiving dental services

as Medicaid certified, with Springfield stating that all its
children were certified (in Paterson, all but one was certified).
Seven projects had a majority of their Head Start children
recorded as Other, with Fresno indicating that all of its children
were in this category. Most of the 130 Head Start children not

Medicaid certified came from Cleveland and Amarillo.

Sixteen projects reported a total of 366 non-Head Start child-
ren receiveing dental services. This represents about twice as
many as repo~ted previously (nine projects reporting at that
time), but the gain is not as great when compared to the

increase for Head Start children or the national average. The
highest number of non-Head Start children in this category

were accounted for in Cleveland (225), while Cook County and East

St. Louis were the lowest with two each.

Of the 16 projects reporting, eight stated that none of

their non-Head Start children had been in the program previously.
In faét, no previously enrolled children were included among

the vast majority of non-Head Start children receiving dental

services (339 out of 366).
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About 90% of the n@nﬁﬁgad Start children in this category were
Medicaid certified, and the majority of these (280 out of 328)
were siblings of Head Start enrollees. Seven projects reported
that all non-Head Start children receiving dental services
were lMedicald certified and the majority or all of them were
siblings. In the case of Baltimore, however, all of its Medicaid

certified non-Head Start children were not siblings.
Childrenr Treated By Types of Units of Service (D)

Aggregate Totals

The projects were asked to indicate the frequency by which
children participating in the Collaborative Effort received

dental assessment, i.e., formal screening as preventive care,

and treatment services. WNationally, the total units of dental
services provided were 53,683, of which assessment constituted
the greater proportion, 56%. However for the sélecteﬂ
projects, the total units provided were 15,073, of which

56% were treatment services. There is no information to
account for this difference except the probability that the
selectéd-prcjects may have placed special priority on obtaining
treatment services under the assumption that these had greater

health significance. All the regions except Region IX reported

treatment, but in three -- Regions IV, VII; and IX -- the margin

was minimal.
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The number of dental service units provided per child is not as
great compared to the medical services average. Nationally,
each child received a little over one unit of dental services
and in the selected projects the rate increased to 2.3, again

reflecting more concentrated activity by the projects@;

Head Start children received the vast majority, (89) of the

assessment services provided nationally. The largest number of

units given in a region occurred in Region IV with 9,375
units reported (33% of the national total), but Region III
had the greatest proportion of assessment units being

provided to Head Start children (1,060 out of 1,066). Region X

meanwhile provided more dental assessment services to non-Head

Start children.

For dental treatment services, Head Start children again

received the greater pr@particn‘(SQ% of the units provided).

9,026 or 40% of the total 22,156, while Region III had the largest
number of units relative to Head Start children. Five other
regions--I, V, VII, IX and the IMPD projects--also indicated that
the overwhelming majority of dental treatment services went

to Head Start children. Region X again had the greater proportion

of these services being provided to non-Head Start children.
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Selected Projects

The twenty-two projects reporting stated that a total of 14,066
units of dental services wvere provided during the year to Head
Start children at a rate of 2.3 per child. For the total

group of children, treatment services were more prevalent;
However, nine projects did r.»ort a greater proportion of
dental assessment, rather than treatment services, being

provided to Head Start children.

Of the 6,117 dental assessment services provided, 62% (3,853)
went to Head Start children not previously enrolled in the
program. Three projects--Leominster, Trenton, and Eugene--
reported that none of their Head Start children were previous
enrollees. Four others, however--Baltimore, Cleveland, Fort Peck

and Fresno--repored previous enrollees in the majority.

one half (50%) of the Head Start children receiving dental

assessment were Medicaid certified, and the rest (2,960

out of 6,117) were primarily Medicaid Other. Four projects--
Trenton, Paterson, East St. Louis, and Springfield--had 80% °
or more of their Head Start children listed as lMedicaid certified.
Lubbock, Cleveland, Kingston and PAmarillo had Medicaid Other in

the majority.
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Cleveland had the largest number of dental treatment services
provided (3,692 out of 7,949). Amarillo was next with 589.
The majority of these services were provided to children not
previously enrolled in Head Start. However, in Cleveland, 76%

of the children in this cateqgory were previously enrolled.

Less than half (49%) of the dental tﬁeat@ggz services went to
Medicaid certified Head Start children. 1In two projects--
Paterson, and Springfield--all of the Head Start

children receiving dental treatment services were Medicaid
certified. On the other hand, five projects--Cleveland, Kingston,
Lubbock, Amarillo and El Centro--indicated that a greater number
of the Head Start children were either ineligible for Medicaid or

of unknown status.

Non-Head Start children were provided with 1,007 units of dental
services (with a total of sixteen projects reporting), for a rate
of 2.1 per child. Treatment, as in the case of Head Start
children, was again the most predominant service provided. But
for non-Head Start children, the peicéntage rate was higher at

70% than that reported for Head Start enrollees.

Of the 364 dental assessment services provided, 93% were given
to non-Head Start children not previously enrolled in the program.
Sixteen projects reported dental assessment provided and nine of

them stated that none of the non-Head Start children receiving
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such services were previous enrnllees. Worcester and Medford
did, however, have a greater number of these children previously

enrolled.

A great majority (86%) of the dental assessment services went

to Medicaid certified non-Head Start children, and the majority
of these were siblings of Head Start children. Most of the non-
siblings were also Medicaid certified, but the majority of non-
Head Start who were Medicaid Qther either had no kinship
relationship to Head Start children or were of unknown familial

relationship.

Eleven projects reported a total of 643 dental treatment services
provided, of which 94% went to non-Head Start children not
previously enrolled. - Seven projects stated that none of the
non-Head Start children in receipt of dental treatment were

previous enrollees. zg

Most of the dental treatment services were provided to non-Head
Start children who were Medicaid certified (603 out of €643).
More than three-fourths of these (79%) were siblings of Head
Start eprollees. Cleveland accounted for 455 of the Medicaid

certified non-Head Start children, of which 451 were siblings.
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Cases Completed (E)

Aggregate Totals

Only 40% of the children receiving dental services (20,042 out

of 48,897) had completed services. Of these, 90% or 18,104

were Head Start children. For the selected projects, a much
greater proportion of cases (91% or 5948 out of 6533) was re-
ported as completed. Two regions had rates of completion which
far exceeded the national average--Region III with 89% and

Region IX with 60%. Two other regions had relatively low per-
centages of completed cases--Region I, 26%, andvthe IMPD projects,
37%. All regions reported that most of the completed cases rep-

resented Head Start children.

Selected Projects

All 22 projects reported cases of dental services completed, for a
total rate of 90%, or 5591 out of the 6167 Head Start children
receiving such services. Of these, 38% or 2156 of the children
were previously énf@lled in Head Start (Cleveland accounted,

for 1,597 of this group). Twenty-one of the 22 projects, however,
had as a majority Head Start children who were not previously en-
rolled,.and in three-Leominster, Tfénﬁ@ﬁ and Eugene-none were.

previously enrolled.
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Less than half, (49%) of the cases completed were of Medicaid
certified Head Start children. However, 15 projects reported
a majority of the children as Medicaid certified. Amarillo and

Fresno, however, had a greater number of Medicaid Other.

Almost all the non-llead Start children receiving dental services
(357 out of 366) had completed cases comparable to the experience
of Head Start children. For the completed group, a majority (328)
were not previous enrollees. Eight projects, however, reported

a majority of previous enrollees. Again, a major portion (87%)

of the non-Head Start children with completed cases were

Medicaid certified and the majority of these were siblings

(272). Baltimore had the greatest number of non-siblings not

part of the Head Start program and they were Medicaid certified.
Cases Requiring Follow-Up (F)

Aggregate Totals

The majority of dental Services'cases required follow-up: 59%

or 28,908 out of 48,897. Of these, 83% were Héad'Start children.
For the selected projects, 9%, or 638 out of 6,533 children re-
ceiving dental services needed further assistance. Three regions

exceeded the national average-—-Region I at 73%; Region II at 67%;
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and Region VIII at 60%. Region III, on the other hand, listed
only 10% of its total children receiving dental services as being

in need of follow-up.

Selected Projects

Few of the Head étart children, 10%, or 613 out of 6,167, receiving
dental services in the selected projects needed follow-up.

The largest number of Head Start children reported in this

category @ccurﬁed in Dayton (176), with the next highest being

Fort Peck (122). Interestingly, Cleveland, which had the highest
number of Head Start children treated (2,284), stated that none

needed follow-up.

Four out of five children needing follow-up had not been pre-

viously enrolled inrﬂéad Start. This pattern held true for

all projects except Baltimore and Fort Peck, wheré the majority
of Head Start children who needed fQilDWﬁU? were previous en-
rollees. Approximately 60% of the Head Start children who needed
further services were Medicaid certified. 1In Ecok.Caunty,
Billings and Fort Peck, the number of Head Start children
Medicaid certified and the number of Medicaid Other were al-

most equally divided
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Some projects reported a total of 25 non-Head Start children
needing follow-up. This was less than 1% of the total number

of such children receiving dental services. Of this group,

20 were not previously enrolled and 17 out of 25 were Medicaid
certified. The projects reporting in this category were Trenton,
Patersoﬁ, Kingston, East St. Louis, Dayton, Appleton and

Eugene;

2. Conclusions on Receipt of Dental Services:

Head Start projects were markedly successful

in obtaining dental services for children
participating in the collaborative effort

this year, as evidenced by the fourfold increase
from the period just prior to the program. The
selected projects and all regions except Region
III had increases conparable or better than the
national average. The increase was not as
dramatic for non-Head Start children, however.
Again, it is clear that the projects made an
intensive effort to provide dental services for
participating children even if they had to pay
for the services out of Head Start funds.

Dental assessment rather than treatment tended

to be the type of service provided more frequently,
although the situation was reversed in the selec-
ted projects for both Head Start and non-Head

Start children. The selected projects undoubtedly
concentrated their activities on providing treat-
ment, which they may have perceived as a better

way of meeting the requirements both of the Perfor-
mance Standards and the EPSDT Collaborative Effort.

Less than half of the children receivince Adental
services nationally had their cases completed,
while in the selected projects the overwhelming
majority of dental cases for Head Start and non-
lHead Start children were completed. The experi-
ence of selected projects most likely reflects the
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impact of the collaborative effort on the projects.
Because of their selective status these projects
were aware of being under intensive review.. Since
individual child data was being compiled they had
greater sensitivity to the need for expediting
health care for partlc;patlng children.

The majority of Head Start children receiving dental
services, including assessment and treatment, were
either ineligible for Medicaid or of unknown status
while non-=Head Start children were primarily Medicaid
certified. As noted in similar instances, this data
may reflect delay by the projects in securing certi-
fication for Head Start children and may also indicate
a concentration on providing services to the s;bllngs
of Medicaid certified Head Start families.
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DENTAL SERVICES BY AGGREGATED TOTALS
Table ¥VI-C
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Table ¥VI-C (Continued)

DENTAL SERVICES BY AGGREGATED TOTALS

CHILDREN TREATED BY TYPES QF UNITS OF SERVICE
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Voo : DENTAL SERVICES FOR HEAD START AND NON- E D START CHILDREN
: BY SELECTED PROJECTS

Table XVI-Cl
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DENTAL SERVICES FOR HEAD START AND NON-HEAD START CHILDREN
BY SELECTED PROJECTS
Table XVI-Cl (Cont'd)
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DENTAL SERVICES FOR HEAD START AND NON-HEAD START CHILDREN
EY SELECTED PROJECTS

‘Table ¥vI-Cl (Cont'd)
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DENTAL SERVICES FOR HEAD START AND NON~HEAD START CHILDREN
BY SELECTED PROJECTS

- Table XVI-C (Cont'd)
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VII. HEAD START/EPSDT RELATIONS WITH LOCAL, STATE, AND FEDERAL
AGENCIES AND ANALYSIS OF (IBAD START PROGRA!NM PERFORMANCE
STANDARDS AND STATE EPSDT PLANS

Introduction

This section presents a conparative analysis of the relationships
between the Héad Start program performance standards and state
EPSDT plans as well as relationships between the selected projects
and local, state and federal agencies within the context of the
EPSDT institutional fram§WGrk. The analysis that was presented

in the Interim Report on state EPSDT plans and providers'attitude
is summarized,and those tables are included in Appendix A.

The c@mgarétive analysis of the performance standards and the
EPSDT plans of the téfget states is shown on Table X-Acof this

report,

.~ NOTE: Data in Table X has been further analyzed since the

interim report. The results of this further analysis
are shown in the table included in Appendix A of this
report.
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A. COMPARISON OF HEAD START PERFORMANCE STANDARDS AND STATE
EPSDT PLAN (TABLE X-A)

This section presents a comparative analysis of the Head Start
Performance Standards and the EPSDT plan of each of the target
states.* The quidelines of the collaborative effort stipulated
that the Head Start pragects were required to provide certain

- minimum health services in accordance with the Performance
Standards regardless of the scope of state EPSDT plan. An
analytic task for the evaluation was, therefore, to take into
account the extent to which services required of Head Start

were provided/obtainable under the various state plans.

In order to measure the cost impact of the demonstration program,
documentation regarding the extent to which services required

by Head Start were in fact EPSDT reimbursable was needed, as well
as whether any limitations were placed against the provision or
r@lmbﬁrgement of these services. A comparison of the Head

Start Performance Standards and the state EPSDT plans by the
provision of services (Head Start and EPSDT), reimbursement
available through EPSDT, and limitations is présgnted in Table

X-A.

* The presentation of the findings is based on the analysis of
the plans of all target states except Maryland for which
we were unable to obtain written policy regarding the health
services package.

ERIC | 35
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Background

ead Start Performance Standards

In 1973 the Office of Child Development* issued the Head
Start Performance Standards as a measure of strengthening
the quality of services provided to children and families
served by Head Start. The standards established national
criteria for performance and built upon seven years'
experience of the Head Start program as a demonstration
effort. As such they reflected the éf@grammatic concerns of
OCD, and provided for quality control in the provision of
comprehensive services for children to attain optimal cog-

nitive, emotional, social and physical growth.

Although local initiative has been encouraged, Head Start grantees
are required,as a condition of funding, to meet the minimum
Standardé set forth in education, social services, parent
involvement, and health services including medical, dental,

mental health and nutrition.

*In June 1975 the Office of Child Development published the revised
Performance Standards which became effective July 1, 1975,
However, the standards in 'effect during the first year of
the collaboration were those set forth in 0CD Notice
N-30-364-1-00. It is this series that was used for the
comparison with the state plans.
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Requirements of State i'cdicaid/EPSDT Plans

The regulations issued by SRS in NWovember 1971 for EPSDT

mandated state Medicaid plans to provide screening and diagnosis
services, and treatment of medical problems thus detected,

within the limits and scope of the state plan. Furthermore,these
services were to be available to all eligible individuals under

21l years of age. lHowever SRS regulations for EPSDT only set forth
recommended standards for the screening programs and did not
specify screening procedures. The state Medic;id plan was
required to specify the content of the screening package and
maintain written evidence of such specification. In addition,
the Federal regulations allowed states to define "early" and
"meriodie" thus affecting the frequency by whiéh éﬁiidrén received
services. During the first year of the c@llﬁé@rati@n,‘a

minimum package of screening procedures was nét'mandatéd. SRS,
however, has been conducting a series of consultations with

child health authorities to determine whether a minimum package

of screening procedures should actually be required.

child health services. Rather they, allow for staﬂdérd—getting
at the state level. Enforcement therefore is limited to the
provision of services Epecifieibiﬁ the state plan. Even when
individual states specify éarticulaf screening units, there is
éftéﬁla wide variation in the“typesaf service rendered due to
lack of specification of screening instruments and proce-

&
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Methodology

The Head Start Performance $Standards present an interdis-
ciplinary approach to health services as a means of improv-
ing the physical, mental and nutritional status of pre~
school children. Moreover, the standards require that the

local Health Advisory Comnmittee, composed primarily of parents

'of Head Start children,be established to assist in planning

and evaluating the health program. However, the Policy Council

(the parent involvement body) must approve the progranm.

As part of the methodeclogy used in the comparative analysis of the
Head Start Performance Standards and the state DPSDT plans,

a review was made of the standards to establish categories

of service provisions most applicable to the actual delivery

of health services. Standards calling for such ac¢tivities

"as the Health Advisory Committee and the Health Program Assess-

ment Report were. not used to assess comparability, for these

were assumed to be program responsibilities unigue to Head
Start. Related categories to those activities, however, were
established such as provisions for recordkeeping and consumer/

parent involvement.

In addition, certain activities were clustered and redefined.
For example, since Head Start staff are involved with children
on a daily basis, some required activities differ from those

expected of a provider whose contact is on an intermittent basis.



VII-6

The requirements of the nutritional program are illustrative,
for not only are programs required to perform nutritional
assessments and educational activities,but also, they must
provide nutritional meals and snacks daily. Therefore, for

the purposes of analysis, the nutritional program was clustered
into activities of nutritional assessment and nutritional

education.

Thus, establishing the Head Start Performance Standards as a
baseline, the EPSDT plans for the target states were examined
to determine their comparability with these standards.

The analysis concentrated on written policy either in the

form of manuals or an actual state plan; the rationale being
ﬁhat such documents represented the formal policy te which
agencies such as Head Start might have greater access because
of their availability as public records. In addition, the
presentation of the written policy will help Head Start pro-
grams become familiar with the EPSDT services that shculd be

available and thereby press for their actual provision.

Although Montana had not published a state planfviﬂermatigm on
the operational aspects of the program was abailable in the form
of the EPSDT Penalty Reporting Form, and the writﬁen contracts
between lontana's State Department of Social and Rehabilitation
Services and the State Department of Health and Fnvironmental

Sciences, and the health department's subcontractors.
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These documents describe the requirements of the screening
packages, and it is in this form that Montana's data is

presented.
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1. 2Analysis of Findings

Health Services

History (medical and developmental). All eleven states required
that a history of the child be obtained. However, the type'

and level @f specificity varied with state requirements,

ranging from recommending that a "brief hist@ry“)be gathered to
requiring detailed histories with specification on thg

permanent medical record. Texas, for example, required that a com-
plete history for birth, prior hospitalization, allergies,
bedwetting, bowel habits be recorded. On the @?her hand.,
Montana required only that a ﬁedical history be obtained and
Mississippi and New Jersey required that a history with no

differential between medical and developmental information.

The implicatic.as of the vartiance is that states in which itemized
histories were required, particularly .f completion of this
detailed history were required on the reporting form, insured

that the provider was obtaining a comprehensive history on the
child. This in turn might have betﬁer enabled _the‘pr@vider

to assess the c¢hild's current health and identify possible medical
Qrableﬁs. States which required.only a "brief history” éllcwed the
practitioner to determine which if any aspects of the child's
history would be obtained. Therefore, different levels and
quality of care most likely were rendered relative to the

professional concern of the attending practitioner.
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Screening. The Head Start Performance Standards presented a
list of screening tests and procedures to be given to all
childen in order to assess each child's mental and physical
heal€h, All the states provided for the basic screening
sarvices of growth aszessment,@vision and hearing testing,

and zssessment of immunization status. However, the pro-=
vision of many of the other screening tests was affected by
the Anclusion of some procedures as optional or reccmenﬂeci
only "if indicated"in several states. In New jezséy,bdissaufiw
and Ohio, for example, a tuberculin test was not required and
this pr&ée«ziuza was performed only if indicated. In addition,
Ohio and New Jersey required hemoglobin/hematocrits only if
indicated, and New Jersey did not require urinalysis except
where indicated. The conditions vhereby these procedures
would be indicated were not specified. Again, this failure
to specify allowed a great deal of discretion to local
practitioners to include such procedures.

Examination of the provisions.for vision and hearing tests
revealed an interesting pattern. Only Tennessee, Mississippi,
Montana, Texas and Oregon stated the specific screening pro-
cadures to be used (e.g., titimus Telobinocular, or Pure Tone
audiometer) . The other states merely specified that vision
and hearing tests be pertformed, which might' vary from a visual

inspection of the eyes to a comprehensive examination. All

5

statexs,except Montana, required sickle cell screening, with

Nev Jesey, Ohio and California qualifying that the screening
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be performed "as indfcated.”

Other areas of selééted screenings were: six states recguired lead
poisoning screening, and three additionaL states (Caiifarnia;
Oregon and New Jersey) required it only if indicated, Two states,
Mississippi and llontana, made no provision for lead poisoning”
screening. Four states, New Jersey, Mississippi, Tennessee and Ohio,
nake provision forfiatéstinal parasites screening where indinated.
This pattern may, however, have reflected the prevolence rates of
such problems in various regions. Gregan, Montana, Tennessee,
Ohio and Texas made provision for the idéntifiéati;; of speech
pxoblems. California was the only state which specified £he
identification of handicapped children. Massachusgﬁts reportad
exploring the possibility of using its Department of Public
Health as an outreach mechanism for those Medicaid eligible

children with special needs.

Phys.ical Examinations. The itemization of the physical exam-

ination required in the Performance Standards varied from one
state to another. Foxr example, New Jersey and Montana reguired

only a physical examination while in Mississippi and Cali-

fornia, the physical examination mandated was identical to the

Head Start Performance Standards. Of the remaining states,

the most commonly mentioned items were examination of ears,

eyes, nose and throat.
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Immunizations. All states required an updating of immuniza-

tions. Neither Missouri, Massachusetts, nor New Jersey,
specified the required immunizations. Mississippi required
these services pursuant to the policies @f the Board of Health,
but such policies are not specified. Two states, Tennessee
and Illinois, did not reimburse for immunization against mumps.
Chio, Texas and Massachusetts did not specify immunizations in
the narrative of the state plan, but they are reflected in the

reporting form and other documents included in the plan.

Nutritional Assessment. All the states with the exception of

New Jersey and Illinois made some provision for nutritional
assessments. This ranged from a state plan recommending
examination of the skin, " which may be of nutritional signifiﬂ
cance," or anemia testing, to requirements for a detailed exami-
nation of a chiid‘s dietary habits. No states except Mississippi

specified plans for nutritional education/counseling.

Dental Screening. All states provided for dental screening

which varied between states in the level of spezificity. Some
states merely required a "dental screening" or an examination

of teeth and gums, whereas others called for thorough examinations,
including biteéwiﬁg X-rays and‘pfaphlaxsis. For dental care, the
general pattern was to categorize services into the areas of
preventive and emergent/therapeutic. Many -states did not require

that the dental screening be performed by a dentist, and in some
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states such as Tennessee, a child had to be-screenea;thrcugh!
the Medicaid program before a referral could be made for dental
treatment. None of the states except Tennessee defined the |
dental screening package identicalvta the Performance Standards.
Rather, many states provided @nlyza éental scféening under the
EPSDT state plan., If treatment was required, the child was
referred and additional services were covered under the general
Medicaid program. New Jersey and Massachusetts did not outline
a treatment program; but Massachusetts reported it was in the
process of developing sound dental referral mechanisms. Ccali-
fornia énly mentioned that children be.reiesved for therapeutic
attention. A prevalent trend in the area of dental services
was the requirement of prior authorization for dentai treatment,
although this was not true “or dental diagnosis and further
assessment in Oregon, Missouri (for some services),; Tennessee

and Mississippi.

The periodicity of dental services differed among state plans.:
Massachunetts and Ohio provided for dental screenings every
six months. Texas performed dental screening every three

years unlec: otherwise requested by the parents.

Dental reimbursement patterns varied and many states did not

specify the billing procedure or ~eimbursement rate. Others
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specified maximum limits (i.e., Mississippi $100/child/year)

and Tennessee required prior authorization for treatment plans
tatéling more than $60. States, such as Texas, reimbursed according
to usﬁal and customary fees. Oregén‘s plan contains a fee

schedule. A complete analysis of the dental reimbursement and
treatment provisions was not possible because most of the state
'glans failed to indicate specific treatment and reimbursement

procedures.

Treatment. Examination of provision for treatment require-
ments revealed no uniform pattern. In vart, this reflected

of the organization and administration of the State EPSDT plan.
For exampief in Illinecis, the screening package was provided

for under the Medicheck program (with separate billing and
recordkeeping requiremants). However, if treatment was deemed
necessary, it was provided for and billed to the general Medicaid
program. Although this was an administrative division of labox
and responsibilities, it complicated the procedure for providers
and organizations such as Head Start in their understanding of
the program. In addition, states which provided screening
through screening clinics(i.e., Texas) referred patients to
other providers for diagnosis and treatment, (i.e., traditional
providers such as private practitioners). In this case billing
and reimbursement was administered thirough the current

health insurance contract between the Department of Public

i
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Welfare and Group Hospital Services. Texas and Ohio were the
only states which listed the porvisions of their treatmen:
package;héwever,thisbwas in a general manner. Most of the EPSDT
?lans did not ité%ize the benefit package for treatment services.
California's Child Health Disability Prevention Program was
limited to screening and those children in need of treatment
were referred to the Medi-Cal program. This new pragram
supplanted the EPSDT program in the state and provided for

early and periodic screening of all Medi-Cal eliéible children
as well as those entering the first grade whose gross annual
family income was ét or below twice the AFDC minimum base. However,
Medi-Cal recipients in need of diagnostic and treatment safvices
we?e referred to the staté Medicaid program. The details of the

treatment package were not itemized.

Provision for Annual Asggssmenﬁ1  All states except Mississippi

mentioned provision for periodic assessment, although the definition
of this term differed greatly. Several states called for annual
assessments rééarﬂless of age (Hew Jersey, Missouri and Illinois).
Tennessee, Oregon, California and Massachusetts devel@g§§

a visit schedule by age of intervals when a child shculdﬁée
screened. As another example, lMassachusetts provided for

visits at 2-6 weeks, 8-10 wneks, 4 months, 6 months, 9 months

1l yvear 1 1/2 yeérs, yearly 2-6, 8 years and 10 years.

Ohio authorized screening at ages 1, 4, 7, and lé6.
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Texas provided for annual assessment for children under six and
58 ‘

every three‘?éé%s from 6-21. !ississippi did not specify-a plan

for periodic assessment.

Mental Health Consultation. Although many of the states men-
tioned the importance of uncovering physical and mental defects,
only the f@llowing spezifiea some provision for the availabilityh

of mental health consultation.

Oregon is the @nly state which made provision for mental health
referral/treatment and prior authorization was needed before
treatment could begin. California provided for referral for
"mental health conditions " (such as mental retardation)
uncovered in screening., AIllin@is provided space for mental
development assessment on the billing f@fm;.hGWEVéf, the manual
text did not detail the provision of such services. Moreover,
it seemed likely that this service could be interpreted as a
developmental assessment.and as such is not reflected on the
table. Mississippi mentioned that mental health facilities were
available for neurological/developmental referrals. Montana
provided for psychological testing if indicated. Within the
area of mental health an interesting trend was observed. All
of the states made provision for developmental assessments.
Texas, Oregon, California, and Montana all recommended that the
Denver Developmental Screening test be the instrument for

evaluating the children.

358



ViI-16

_Supportive Services and Other Related Activities

In general} the specification for supportive services seemed
to be the least well defined. Although many state plans
stated the importance of providing services such as health
education, they did not set forth the particular aspects for

such a program.

Health Fducation. Provisions for health education activities
- were genérally limited. In most instances, health education
was not identified as a distinect program activity; rather,
it was included as a component of outreach and recruitment.
These activities were generally limited to orienting and
educating the parents to the availability and value of
sgréening and other preventive measures as a part Gf r&éruita
ment for EPSDT participants. Generally such activities were
the responsibility of the public welfare case workers.
California, Tennessee, Ohio, and Texas made such recruitment
health education provisions. In many cases, the operational
aspects of the program were limited to flyers, recruitment
leaflets and public Ercadcasting spots. However, other
states such as New Jersey used similar recréitment procedures
but did not categorize the activity as health: education. As
such, this is not reflected in the table. California specified
that health education not be limited to simple notification,

but should be designed to enable eligibia2s to participate as in-
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formed consumers. Illinois suggested a health education progran
in the aréés of preventive heal..n care, physical and emotional
ievelapmentf and accident and poison prevention, In addition
some states required that families be counseled, and that

test results be interpreted to the parents.

Recordkeeping. The provision for recordkeeping and the accessi-

bility of information on the health status of individual children
was another issue area for analysis. All states made séme
ér@visi@n for recordkeeping, with specific reference to the

" maintenance of records by individual child. A common pattern

was to require a record of screening procedures and/or results

on the iﬁvéiée or billing form (Texas, Illinois, Missauri,

New Jersey, Ohio and Qregon). This procedure aided states

in complying with federal reporting requirements.

The required level of detail in reporting, however, varied.

Some reporting forms provided space to indicate that hematocrit
had been measured. Other iforms required actual reporting of

the specific level. 1In addition, some states required that

the individual units of screening performed be reported to

the state. Others only required providers to report that
screening had been provided and to itemize the conditions
uncovered. Some reporting systems required tha£ records be
maintained by providers without specification regarding the

form that records should be maintaineﬁ; No state made provision

for forwarding the child's record to a school system. Many

560



specified that the child's parents be informed .of the test
results and in some states parents were given a copy of the

screening and immunization record.

State policies regarding the recording of health information

and its release may have presented difficulties Jor Head

Start projects, because data was not always retr;evable or
available in a form suitable to Head Start. Iﬁ states ‘here
individual ércviders maintained the child's record, negotiations
would have been necessary to secure reléasé of information. In
states with centralized records on each child, recordkeeping
procedures or requests for information might have beentléss
cumbersome .

L?ﬁ' )
Confidentiality. All states except Mississippi and Illinois

addressed the importance of confidentialty. Most attempted to.
sensitize staff and providers to the importance of this issue,

and encouraged respect for the privacy of the client.

Parental Consent. All states did not specifically address the

issue of parental consent although it seemed that sSuch provisions
would have been covered under other state laws relating .o the pro-
vision of treatment to minors. Calif@rnié, Montana, éhia, Texaé
and Tennessee did make specific reference to this 1ssue. How-
ever, parental consent was not specifically addre;sed in the

remaining plans.

Co
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Egren;ﬁiﬁvg1jgmegﬁ/CGgspmerfEarp;;igg§ig@. California was the
only state which provided for parent involvement in the

local child health services system.

The regulations for the development of the 1®cal\child
Health and Disability Program provided for non-professional
_éanéume: involvement and parent representation on local
advisory boards. The functions éf this board included review
of the community's child health needs, adequacy @flﬁéalth
cafe&pravidérs, and review of the child health and dis~
| ability plan. The board could advise the governing hoard,
and establish committees as it deemed necessary to fullfull its
purpases-'.Due to the rather liberal eligibility requirements
of the program, parents of children who were eligible for the
child health disability preventiorn program but not Medi-cal

could also serve on the board.

staff Examination. None of the EPSDT plans made provision

members. This finding highlighted the difference bhatween
the responsibilities and.level of involvement of Head Start
personnel who had dailnggntact with the children and state
and local welfare, spgaial services staﬁf and providers

whose contact was intermitt=nt.
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Staff "..o. iy Orientation (Inciuding program vendors' providers).
Only iive states included pr?visiaﬁ for staff or provider
training/orientation in the state plan. In §éneral, this

seemed to be limited primarily to basic orientation of the

staff on the purpose and details of EPSDT in order that they
would perform =:heir outreach/recruitment functions more
effegtivelyg Some .states provided orientation énly through
physicians(e.g., letters and other descriptive material

to enlist their cooperation in the program).

New Jersey set forth the most specific staff tfaining
program, which consisted of a series of sessions on the
complexities of the EPSDT program and its purpose and value,
the recordkeeping and referral systams} pr@:eéu:es for eligi@
bility determination and . .- stion of prafessi@nal'staff
responsibilities. In additiou, some of the state manuals
or plans served as instructional documents in themselves
because they detailed the screening package and provided "how-
to" instruction on ﬁérfgrming certain procedures. In some
states, the majority of training focused on the administra=-

K tive procedures of case-finding, billing pﬁéceaures and data
collection/retrieval, Some states (Texas: for examplé) required
the training of personnel who performed specific procedures.

such as vision and auditory screening.
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The importance of édequately trained staff was highli ‘hted

by the finding of the compliance review of EPSDT in Monutana¥.
It was reported that staff responsible for recruitment and
outreach lacked an unﬂerétanding of the screening program, and
that many believed it was a one-time activity, while others

felt it was a program of the State Health Department.

Provision for Coordination and Linkage. The level and degree

of interagency agreement for providing EPSDT services

in coordination with other cémmunity agencies was a
critical area for analysis because of its significance

to the collaboration effort. The predominant mode of
coordination existed amﬁng_lévels of state or local units
of government rather than agreements with other community
agencies. (Table XII describes these various levels of

agreement) .

' geveral states stressed the importance of linkage and coordi-

nation with éxisting community resources. Specifically, Mass-
achusetts and New Jersey mentioned the OCD demonstration effort
and the potential for collaboration and Ohioc mentioned the possi-
bility of using existing resources, such as Head Start for the,

delivery of EPSDT services. California mentioned the value of

*Source: Early and beriodic Screening, Diagnosis and Treatment
Penalty Reporting Form, Montana, November 12, 1974.
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E]

coordination becauée it did ﬁct wish to supplant existing re-
sources. The Montana EPSﬁT compliar 'z review reported that
differences existed between prilicies of the Indian Health ‘Service
and county welfare staff and recommendations were made that the
two programs explore coordination of their activities, Missouri
reported that the state was using éutpatiant dégartmant and OEO
.clinics, and was exploring the possibility of using data generated
from Health Start health records. Negotiations were reported to

be underway with existing maternal and child health programs.

Oregon did not specify activities for coordination and linkage.
However, its vendor eligibility requirements allowed for the
involvement of a wide variety of é@mmunity_res@urees‘such as

Head Start. Mississippi referred children to existiné‘cammunity
agencies and suggested Head Start as a potential referral for
certain services such as psych@légical testing. However, the
specificity of such arrangements aﬁd the levels of responsibility
were generally not discussed. Thus the provision for linkage
and coordination was presented as a rec@mmendation rather than

as a detailed, well organized plan.

The Head Start Performance Standards provided for linkage and
coordination to enable children and their families to be aware
of and utilize all resources which might be available to them,

In part this was to insure that parents were avare of other
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resources so that they could continue to receive services after
the child had left the lHead Start program. As Table X[I reveuls,
state agencies tended to make the greatest number of contractual

or cooperative arrangements in the area of health scrvices.

[P
i
n

There were many fewer arrangements for supportive servi
Possibly, programs such as llead Start are viewed by state EPSDT

providers cf -upportive rather than medical services,

agencies a

[y

and thus states have not fully explored their potential.

Reimburscment and Limitation. The restr’ iLons on vendor status

in the o%erall Medicaid program and further limitations or re-
quirements imposed by the EPSDT plan are presented later in
the report. (See Tables XI-D and XIII.) The implications of
these policies for Head Start, in terms of receiving vendor

status are discussed. For purposes of this analysis, the data
T reimbursement

was reviewed in relation to the extent that EPSDT
policies impact on the ability of Head Start programs or their
providers to receive reimbursement for services provided either
directly or indirectly, i.e., Mediéaiﬂ reimbursing llead Start
or Medicaid paying for services required by the performance

standards.
Most states reimbursed at a fixed fee for the total screening

package, as in Missouri, Tennessee, Mississippi and Montana.

Tennessee provided additional remuneration for diagnostic visits,
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while Missouri provided a fixed fee for lab tests and immuniza-
tions. California, Oregon and Massachusetts reimbursed ‘xed
fee for the health visit and assessment, but, in addition, reim-
bursed for ﬁhg individual units of screening and additional tests.
In Massachusetts practitioners were not reimbursed for immuniza-~
tion, tuberculin tests or vision screening, for these elements
were included in the fee of. $15 for the comprehensive visit.
However, other tests and procedures such as hEmathrit, hearing
test by audiog.ams urinalysis, and all laboratory tests and op-
tional exams such as Denver Developmental, blood lead, sickle
cell, and puretone audiometer ﬁere reimbursed. New Jersey
reimbursed specialists and generalists at different rates with

a comprehen 've fee and in additio~ reimbursed the practitioner
for certai: la: ratory tests perfr :d in the office. Since
biologicals .cre provided by the ctau. no reimbursement was

made for lmmunization.

The Ohio state plan provided no information on its reimbursement
policy. Texas claimed to pay actual costé through a contractual
arrangement with the state health department but details of such
arrangements were not presented. Therefore, no information is
presented on the table for these states. Montana contracted
with the Departnent of Health and Environmental Sciences on a
capitation basis and this agency in turn ubcontracted health

assessments at $10/child. 1Illir is restricted reimbursement for
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specific services--vision and hearing--for they were provided

by the Illinois Board of Health and reiambursement was not granted
to any-@thér provider. 1In addition, some states restricted the
provision of some services, for example, only reimbursing for
sickle cell screening once. In New Jersey reimbursement was
provided for a microscopic urinanlysis but not for a 4-test

dipstick. Oregon required prior authorization lL.r treatment of

dental conditions, psychotherapy and speech therapy.

The above findings suggest that when providcers are reimbursed ror
individual procedures, the children are more likely to receive
all services, some of which are ignored when practioners are re-

imbursed for a package.

In terms cf any future attempts by Head Start projects to recelive
direct reimbursement, Head Start projects might not be able to

receive vendor status unless they could provide the entire
screening package, particularly in those states which pay for

orly the entire screering package. However, in states that itemize
payment for specific services, Head Start projects might possibly
be able to negotiate for payment of services they provide, such

as Denver Developmental Scréening tests, vision and hearing, tuber-
cular teel «ud immunizations. In addition, many projects reported
performing various aspects of the screening package (for example,

TB test, growth assessment, medical history, vision, hearing tests,
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developmental assessment, etc.) [or the practitioner; possibly

Head Start could be reimbursed for services provided for providers.

Analysis of the plans suggests that other restrictions and regula-
tions, such as prior  .ithorization, might complicate or prevent
ing third party =zimbursement for services rendered to their

eligible children during the program year.
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. Conclusions on llead Start ».rformance Standards and State/EPSDT

Plang

In general the PCLEDLmdﬂCE standards and the state plans
cover the same basic provisions. lHowever, there is a
substantial non-conformity in the level of specificity
for such services. Tor example, although all states
provicde for a basic physical examination, only two states
require the exact same level of detail as do the P*r[@rm—

ance Stanuardd,wand 3 of the states do not gﬁDElfy the
required immunizations.

. Although treatment was provided under all plans,
specification of the benefit package was not uniform,
and often was not presented in the state plans.
llcad Start requires treatment for all detected
problems. However, given the nature of Head Start
as a multi-disciplinary child development program
a high level of detail on the components of the
treatment package was not exupected. The EPSPT plans,
which are specifically concerned with child " ealth,
tended to focus more on the provision of screening
services and did not itemize treatment; rather,
they promoted screening children through access to
the Medicaid program or treatment through the EFSRT
screening. This complicates the collaboration _rC
cess for an agency such as Head Start and nece "siciles
a state by state analysis of treatment provisions.

. Dental services were generally defined in general
terms and categorized around preventive and
emergent/therapeutic services. Even in states
with detailed nlans the dental services were not
well specified and the operational aspects of
the program were not fully presented.

The content of state EPSDT plans tended to focus on the
administrative aspects of the program (billing procedures,
eligibility requirements, fiscal arrangements) rather

than upon support services such as health education,

staff training, or coordination of community resources.
This pattern is reinforced by the reimbursement policies
which do not reimburse for such services,but rather
reimburse for specific medical or dental services.

Other conclusions in the area of support services are:
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. There is no uniformity in the maintenance of
records across states. In addition,. the data
collection and reporting systems required by
the states might not be compatible with Head
Start's data needs.

The lack of provision for consumer participation

in the state plans ig an example of the discrepancies
between the resnective mandates of Head Start and
LPSDT agencies. Illead Start insists on involving
program recipients in the planning and monitoring

of the program. Ouly one state, California,

makes provision for consumer involvement.

As reflected in the state plans,health education
activity is more directly tied into the outreach/
recruitment aspects, rather than an ongoing
program of health education activities.

Only five of the plans mention provision for linkage and
coordination with otner community resources, and

this was presented in general terms. States did not
present formal,detailed plans or guldﬁl1ne on how
coordination af linkage of projects for efficient delivery
of services might be operationalized.

Policy Considerations on Head Start Perforniance _Standards

and State/EPSDT Plans

The differing levels of specificity and precision in
defining the benefit gac;age across state plans will
probably limit Head Start's ability to entrust provision
of reguaired services to the EPSDT program, for the
programmatic concerns of each program differing. Tn =
addition, there are differences across states in the
services mandated and the delivery modes employed.

This is not surprising because the EPSDT plans do not
reflect national standards. In ceneral child health
programs have no uniforn or minimum enforceable
standards. Children who access into the

nealth delivery system from various points receive
diffcrent Lyres of services. A policy of minipum

Lenal atanddfds for all child health programs,
reqardless of the point of accoss,might be taken into
consideration.

7ok
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b. Child human service programs do not always provide
for consumer participation mechanisms to allow the
consumers a say in the planning and development of
services designed for their benefit. Study might be
undertaken to examine the importance and effect of
consumer involvement in child health progranms.

c. A lack of provision for coordination and linkage
i1s evidenced in many of the state plans, and is _
symptomatic of the limited development and :xplora-
tion of such arrer~ements between Medi&aid agencies
and provider and user agencies in the respective states.

d. Policy analysis might be undertaken to investigate ways
to better implament mechanisms for coordination and
linkage =t agencies serving similar target groups.

4. Conclusions on State EPSDT Plan for Target States *

The states’ definitions of service tended to provide
for those functions which are particular to the EpTr
program, i.e., early, periodi«, screening. Thosc
functions which are more traditional or universal.
provided by health and social service systems sucil
Jdiagnosis, treatment supportive services and ouvtroo...
were generally not clearly defined by the states.

o

All states except Montana provided for follow=up
recordkeeping. In the majority--five of the states--
the EPSDT unit retained operational responsibility

for this function. Four states delegated operational
responsibility for follow-up recordkeeping to a govern-
mental agency otlier than the EPSDT unit, and one state
utilized the services of a private insurance company.
Bight states had computerized recordkeeping systems

and three, including Montana, maintained their data
manually. :

*These conclusions are based on Jata from Table X, which is included
) in Appendix A. €y 7€)
o PP 872
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B. S8TATE MEDICAID PLAJ F™20ILE O TARGET STATES

The written LEPSDT state plans did not, in many instances, en-
cowpass all aspects of the associated Medicaid plan and the
poovisions under which the state Title XIX agency actually

operated specific LPSDT functions

Ho state public welfare agency retained or totally delegated the
manhagement of all four functions under review. Illowever, in
Missouri and Oregon, the state welfare agency retained greater

responsibility for three out of four functions, and only partially

Ly

elegated the management of supportive services. On the other hand,
E g PP ,

;

the state public welfare agency in Illinois partially delegated

administration but partially delegated all others. California,
however, totally delegated all functions except fiscal, which it
partially delegated to another agency. In summary, the health
function was most frequently "totally delegated"--eight out of 12
state public welfare agencies reviewed, or 67% overall--compared t-
the other functions. This pattern is to be expected since the
management Qf the health function requires special expertise in

health service delivery.
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The function most froquently retaracd by the state public

welfare agenay, hovover, was flscal managoment, Administration
and support sorvices were partially delegated Lo a greater extent
fhan other funclion:. The diffusion of responsibility for man-

aging various functions pertaining to BPSDLY is not SuUrprising
qiven the history of the implementation of Tile XIX amony the

states generally. “here has been a marked tendency for health-

ated functions ko be performed by public hecalth rather than

s

e

velfare agencies. lowever, many public welfare agencies hav

w

retained responsibility for fiscal management because of Title XIX
fe%uiremgnts, but shared the operation of other administrative
and support services. Hecause of the relatively low frequency with
which the target state agencies retained the fiscal function, cven
though it was most often cited as being retained, it might be

ttern cor-

o]
4]

interesting to determine the extent to which this p

relates to khe national trend.

This delegation of functions often underlies Jdifficulties in co-
ordination and poses problems to external entities, such as Head

Start, which attempt to gain access to or influence the system.

SRS permitted the states to define eligibility for lMedicaid in
i : i

i

terms of either persons who are defined as categorically needy

80



only (receiving financial assistance pald Lor in part by federal
funds) or those who are categorically and medically needy (which
may include persons with special neceds for assistance regarding

health services because of lower income or racuirements for

extensive I alth care). snalysis of the states' LPGDT plans indicated

L

that six states--Now Jeorsey, Mississippl, Ohlo, Texas, Missouri,

and Oregon--provided Medicaid, and therefore LPSDT services, only
for those persons who ware categorically needy. -Massachusetts,
Maryland, Tennessce, Illinois, Montana, and California, on the
other hand, have more iiberal eligibility criteria for Medicaid
and include the medically needy. Information obtained in the on-

site visits indicated that these differences had an important

bearing.

It has been inmpossible, to date, to obtain complete information

on the freguency with which states required redetermination of
Medicaid eligibility. Redetermination is defined to mean personal
interaction of the client with the responsible public agency, in-
cluding presentation of supporting documentation regquired to con-
tinue Medicaid eligibility as opposed to iﬁtérnal review of status,
etc., by the agency. According to available information, five
states, (Maryland, Mississippi, Illinois, Texas, and Missourl)
specify that eligibility determination is to be done at 6-month

intervals. Since information is not available on the other seven

states, no analysis of this dimension is provided in this report.
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GRS regulations were expliclit thoet the state LEPSDT agency usc

as many diffoerent types of providers as possible in the impla-
mentation of the LPSDYT program. SRS also encouraged efforts

Lo provide vendor status for theso varicus commanity providers

and therefore reinburscment for services they ronder, Thoe

state plans were reviewed Lo determine the types of providers
deemed eligible for vendor status under Medicaid. ALl of the
target states deemed hospitals, private physicians/dentists,

and other health practitioners to be eligible vendors, The
provisions for eligibility of other health practitioners varied
extensively, with categories such as chiropractors and cptometrists
being f£requently included. California, did, however, include a
number of the more recently recognized health practitioners within
its definitions of eligible vendors. All states except Missouri
included public health agencies, and Tennessee was the only state
to include private wvoluntary c¢linics.

In general, most if not all, state LEPSDT plans provided for tradi-
tional providers of medical and health services to be eligible ven-

dors. There was a much lower frequency, only 50% of the states,

of plans which allowed community agencies to achieve similar status.

Such exclusion could potentially have an adverse effect upon the

ability of the community LEPSDT agency to mount an effective information,

I

4

O
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outrcach and scrce

g program.  wonversely, this situation may

impede licad Start cfforts to oblLain reimbursement for sorvices
it can provide more cffectively., One alternative not explicitly
identaified by the table 135 joint vendor status

,which is provided

by Wi

4 community agengy c¢an be a vendor ilu
concert with a more traditional provider. UVhe springfield project

iz scheduled to become a wvendor under this provision, in concert

with a local, and supportive, physician.
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C.  STATE/LOCAL EPSDT ORCANIZATICO, 1, RESPONSLBILITY IN
TARRGET STATES

Becausce of the gapy in infermation and lack of specificilty about
organizablionael responsibilicy and operational realiby deloeclod
in the sources mentioned previously, aldditional information wasg
collected cduring the site visits in an cttemnt to amplify thesc
materials. Informotion was snlicited from selected Head Start

projects, wublic agencies, and community agencies--including

rt

i

1

providers of service--rngarding their knowledge of and experiences:
with the ongoing operation of EPSDT. Their comments and insights
helped broaden the picture of the organizational and operational
aspects of the EPSDT system; in general, however, their know-
ledge was limited to their experiences. In addition, materials
pertaining to EPSDT that had been distributed by state or local

agencies were collected and revieved.

1. hnalysis of Findings

In analyzing the type of relationships that existed at the state
interagency level, we found that the relationship was defined
through a contractual agreement in 14 instances. Only one state,
Massachusetts, had an informal agreement at this level--in this
instance between the public welfare and health agency. In New
Jersey, the different state level agencies involved in EPSDT
were structured so that they were ultimately responsible to the

state public welfare agency, but functioned as semi-autonomous

units.

084



In reviewing the 12 target status, we found the most frequently
cited* parties to interagency relationships to be the public
welfare and public health agencies (elght out of twelve states).
The zsecond most Froguently cited interageney relationship in-
volvaed the public welfare agency and a private insurance carricl.
The frequency of welfare and health ageﬁﬁy involvenient 1s to

be expected because of the requirements of Medicaid/EPSDT. 1t
is of particular interest, however, that at least 50% of the
target states--3ix out of twelve--contracted with a non-govern-
mental entity, namely, a private insurance carrier such as Blue

Cross, to be responsible for the fiscal management of EPSDT,

The public welfare agency was most frequently cited (ten out of
28 times) as having organ.zational responsibility for specific
EPSDT functions. The r.oxt most frequently cited agency was the

public health agency, eight out of twenty-eight times.

*Tt is assumed that the public welfare agency is a party to
‘the contract, even where it is not specifically cited, be-
cause of Title XIX requirements.
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‘The medlcal function was most frequently found to be accomplished

throuyh an interagency agreement, thirteen times as compared

to once for transportation. ''he states usually chkose health-type
units to be rgxp@n:ibLu for Lhe medical function, c.g., public
health department, state hcecalth agency, or a medical assistance

unit. Since welfarc agencies rarely nave the resources to provide

']

¥y

@5, it 1s necessary For them to contract

3

comprehensive health servi

for the provision of such service

0t

In examining state and local governmental agency relationships,

we found that ten out of twenty-two relationships invelved the
local welfare board. In seven states, hovever, the local board

was a decentralized unit of the state public welfare agency.

In such states, the local welfare board has considerable autonomy,
and policies and procedures may vary from locality to locality with
consequent confusion for agencies and individuals having to inter-

act with them.

The fact that EPSDT was primarily maintained as a state administered

program was reflected in the relationships between state and local
agencies. In thirteen out of twenty-two such relationships cited,
the relationship involved an organizational unit that was part of-
the state administrative system. In six instances, the unit wés
under local authority and the number of contracts ﬁeeded and aséd
to define the relationship between state and local units was

drastically reduced.

086
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Again, as in the case of state intoragency relationships, the
nmedical function was found to be most Frequently delegated
between state and local agencies--twelve out of twenty-two
delegations of this nacure existed, Ilealth agencics were the
primary factors at the level. A large degree of responsi~

bility was also given to local units for follow-up and rec¢ord-
keeping, transportation, and notification of ecligibles, inc¢luding

public information.

2, Conclusions on State/Local Organizational Responsibility
In Target Stateg - ' ' '

a. 'The responsibility for EPSDT is diffused over
many agencies and levels of government. Although
the limits of the various operational responsibilities
(where one agency's responsibility ends and the other
begins) were not specifically analyzed, it is apparent
that the operational aspects of Medicaid/EPSDT are
complicated. Qne agency certifies eligibles, another
finds providers, and another services, sometimes from
the state level and, in other cases, at the local level.
Identifying which agencies are responsible for various
aspects of the program is often difficult since there
are few clear patterns across functions and activities.

b. Responsibility for support services seems to be vested
in local governmental agencies. For instance), in seven
states the local welfare board has responsibility for
follow-up. The site visits indicated that in many
areas, local welfare staff felt overextended with
their regular caseloads and the additional responhsi-
bilities that EPSDT required made them feel even more
overextended.
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Ten states made provisions for transportation,
primarily assigning it to local welfare boards.
Information obtained in the site visits indicated
that many EPSDT recipients have difficulty even

in these states in securing EPSDT sponsored trans-
portation, although theoretically they are entitled
to Lhis scorvice. This example is only one of many
illustrating the difficulties that occur when
responsibilities arc diffused among many units in
different ways, Moreover, the paucity of formalized
relationships tends to frustrate the efforts of
community agencics such as llead Start to gain access
to and recognition by this system.

Policy Considerations On State/Local Organizational

Respohsibility in Target states

Infornation on the operational aspects of LEPSDT
should be provided to consumers and agencies (such
as Head Start) interested in making effective

use of these services.
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D. DPROVIDER PROVISIONS AND AWTITUDLS BY SELECTED PROJLCTS
An important issue for the ilmplementation of the EPSDT program
vas the extent to which provitlers of EPSDT services, including

fead Start agencics, could achicve vendor status.

1. Analysis of Findings

It was found that nine out of twelve of the target states placed
restrictions on the vendor status of providers of Medicaid
services. O0Only three states, Ohio, California, and Oregon,
inposed no such restrictions, although all. vendors cannot provide
all types of services. As Table XIII indicates {see Appendix A),

some states impose additional restrictions for EPSDT services.

Available information was also analyzed to determine whether

there were limitations which specifically restricted the avail-

ability of providers/vendors to supply screening and treatment
.services for children eligible for EPSDT. There were proportion=-

ally fewer restrictions on providers/vendors treating EPSDT chil-

dren. Only one state, Mississippi, reportedly imposes restrictions

on treatment vendors, whercas four states~~Mississippi, Tennessee, Illinois
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and Texas-~plage restrictions on vandors of screening services.
In Maryland, there were no legal restrictions as to vendors
screening BPSDT c¢hildren. Many physicians have refused to
complete the special set of BPSDT forms required by the state
because they congider them a dugli:ati@n of effort; thus thoy
are not considered EPSDT providers. llowever, since Maryland
made provision for preventive screening under its Medicaid plan,
providers are performing screening services comparable to LEPSDT,
although these services are not recorded as such. In Illinois,
where there were restrictions, physicians not only found the forms
to be unacceptable but also disliked the burcaucratization of

governmentally~funded medical services.

Three states required that providers complete an EPSDT parti-
cipation agreement to screen or treat eligible children. In

twu of these states, Oregon and Illinois, this policy was appli-
cable only to clinics. Two states had a preference for agreements--

again for clinic¢s--and two had no such regulation.

A number of states, however, provided for accountability measures
regarding reimbursement procedures. Eleven of the twelve target
states required separate billing on reporting forms for EPSDT.
The rate system for reimbursement, however, allowed for much
flexibility. For instance, only one state, Massachusetts, had

a fixed fee for general Medicaid services, and four target states

permitted physic¢ians to charge their usual or customary fee,
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The twenty~five sclocted projects were asled their perceptions
about provider attitudes kboward EDSDT rates and practices. In
assessing khe attitudeg of public providers of EPSDT services,
only twelve out of the twenty~five projc-tfc rasanded, because

in other cascs, public providers were not uged by the projects

or were not included under the state plan. Five of these 12
projects found public providers to be either positive or coopera-
tive in their attitudes. lFour projects indicated that there were

no services available from the public sector.

There was a much higher response rate regarding the attitudes
of private providers, with twentyatwé out of twenty-five selected
projects providing information in this area. Moreover, man?
projects descrxiped in detail their perceptions of providers from

the private sector. 1In all, forty-two réspanses were recorded,

py and large, the projects percieved the private providers as
negative in thair attitude toward LPSDT. For instance, nine
projects reported that the rates were unacceptable to the private

sector and eight cited the forms as a source of contention.
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seven projects indicated that the private providers with whon

they had contact refused or were reluctant to sexve Medicaid

- patients . Only three projects found private providers to be

positive or cocdperative in thelr attitude. Of interest, though,
is the fact that only one project felt that the private providers
were uncooperative and four stated that the providers im their

area were opposed to the state policy.

Comments from the selected projects reflected providex opposition
to specific aspects of the EPSDT program (rates, fc::rms} service
definitions), The overall pattern was one of general resistance
to EPSDT and to MMedicaid. 'The role played by the state or local
Medicaid /EPSDT agericy ih overcoming attitudinal barriers on the
part of providers from the private sector Is unclear. There is
no question, however, that such ba’rrie:sﬁ severely inpact on the
availabi lity and accessibility of EPSDT services for children

eligible for this program.

The selected prodects in MNaxyland, Ohio and Texas were uniformly
less critical of the aﬁtn’;tudas of public and private providers

of EPSDT services. Further anialysis is needed to determime whether
the pattern of LRPSDT service delivery in these three‘stgte:s wa s

more effective than that in the other target states.
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E. SELECTED PROJECTS' RELATICNS WITH STATE AND LOCAL MEDICAID/
EPSDT AGENCILS

The guidelines for the llead Start/EPSDT Collaborative Effort ex-
plicitly called for Head Start to establish relationships with
state and local Medicaid/EPSDT agencies in order to implement

the demonstration effort.

l. Analysis of Findings

There was wide variation in the degree to which selected projects
had initiated relationships with a state as opposed to a -local

Medicaid/EPSDT agency.

The findings indicated that the llead Start program was usually
responsible for initiating the relationship with the Medicaid/
EPSDT agency. In about half (59%) of the selected projects, the
relationships established with the local Medicaid/EPSDT agency
had been initiated by the lHead Start project alone. However,
the health liaison specialist or the local Medicaid/EPSDT agency
did share the responsibility with the project for initiating the

relationship in other cases.
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There were several factors which may have contributed to the
marked difference in the nature and approach to relationships
that Head Start projects developed with the state as compared

to the local Medicaid/EPSDT agency. First of all, if

the Hlead Start project perceived that maximum utilization of
Medicaid resources was a means of increasing the range of ser-
by initiating contact with the most readily accessible Medicaid/
EPSDT agency. The project wauld’ be most likely to contact a
local unit rather than searching for the unit through which
policy changes could be negotiated. Moreover, many state agencies
which were responsible for the Medicaid/EPSDT program either had
decentralized program operations or had delegated Pait of all

of the program functions to another agency at the local level.

In either event, however, the responsibility for making policy
and setting Medicaid/EPSDT standards was usually retained at the
centralized level, Therefore, the type of agreement to be estab-
lished between the local Medicaid/EPSDT agency and the Head Start
program regarding the delivery of services could be, at best,

only informal with little impact upon the institutional arrange-

nents for the delivery of Medicaid/EPSDT sexrvices. [In order for

institutional changes to occur, there would have had to be involve-

ment_or approval of the state unit with ultimate responsibility

for the Medicaid/EPSDT program.
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2. Conclusions cii Relationship with State/Local Medicaid/

EPSDT Agencies

The data indicate that there was an overall inability on
the part of the Head Start program to be fully inte-
grated into the delivexy system of Medicaid/EPSDT
services at the state or local level. No project re-
ported that it was able to be. reimbursed for either a
limited or full range of the EPSDT related services

it may have provided, and only the project in

Eugene, Ore., achieved vendor status under the state
Medicaid/EPSDT program

The Head Start/EPSDT Collaborative Effort had minimal,
if any, impact upon the institutional arrangements of
state Medicaid/EPSDT programs. It is highly unlikely
that an individual Head Start project would have the
power or influence to effect institutional change

in the bureaucratic organization of state Medicaid/
EPSDT services without external support from higher
levels of government.

3. Policy Consideration on Rela;i@nsbig_gith,Sta;e/;o;a;

fledicaid Agencies

Major responsibility for establishing Head Start

as an integral part of the delivery systenm for
Medicaid/EPSDT services, therefore, would appear

to reside at the federal level. SR§, for instance,
could review the utilization of llead Start in providing
certain specific services rendered where appropriate.
Moreover, as a demonstration effort, OCD regional
personnel, particularly the health liaison specialists,
could be more actively involved in initiating and
following through on contacts to insure that formalized
relationships between the Head Start project and the
appropriate state or local Medicaid/EPSDT agency are
established and maintained.
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AND ADEQUACY OF TECIINICAL ASSISTANCE FOR SELECTED
iy ,

VIII. TYPES Al
)

PROJEC

In assessing the adequacy of technical assistance received from
various sources, 56% (14 out of 25) of the selected projects
found that help given by the health liaison specialist was

more useful than that available from state or local Medicaid/
EPSDT agencies. Five of the projects also indicated that the
technical assistance from the public agencies was equally

sufficient.

The state Medicaid/EPSDT agency was more frequently cited than
other agencies as not having provided any technical assistance,
and one project, Toms River, N. J., stated that it had not re-

ceived assistance from any source.

The selected projects were also asked about the specific type of
technical assistance they had received and the source. The type

of technical assistance assumed to be available ranged from meeting
information and communication needs to improving program and admin-
istrative functioning. Moreover, it was expected that the

health liaison specialist would be primarily involved in serving
informational/communicative functions and the state or local

agency would be primarily responsible for assisting in those

areas which required specific program expertise.
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1. Analysis of Findings

The most frequent type of technical assistance provided was in
the form of wqushgps and information provision; fourteen proj-
ects :ep@rted~tﬁat they had received technical assistance in
improving their relationship with the EPSDT agency. It should
be noted that in one project--El Centro, California~-SRS was

the source of assistance. At the other extreme, no project had
received any assistance in improving its fiscal arrangements

and only six had received any help in improving their sq@p@rtive

services.

The health liaison specialist was most frequently cited as the
source of technical assistance. The major type of technical
assistance provided by the health liaison specialist was through
workshops and information provision. The health liaison special-
ists were relatively active in improving relationships with the

EPSDT agency.

The minimal amount of technical assistance provided by various
sources beyond workshops and information strongly suggests the
reason why Head Start programs failed to change institutional

arrangements in their relationship with EPSDT agencies.

w
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A substantial proportion (14) of the selected projects found the
health liaison specialist to be sufficient in providing technical
assistance. Yet, the major type of assistance provided by the
specialist was at the informational level. This attitude may ha‘w<
reflected a hesitancy to criticize the specialist. It may also be
att:ibgtabLe to the Fact that either the Head Start programs .had
very little unders‘anding of the objectives of the collaborative
effort, particularly regarding their roles; or there was a lack of
awareness about the technical assistance that could be obtained
from the health liaison specialist or other sources.

Of equal significance was the minimal role played by the state and
local Medicaid/EPSDT in providing technical assistance. Most
state plans specifically called for technical assistance activity
by the EPSDT agency ranging from improving outreach and SuéprtiVé
services to enhancing the capacity of providers to deliver hard
services. It is conceivable that the state and local EPSDT
agencies did not appreciate the role to be played by Head Start
programs in the Medicaid/EPSDT program and therefore exercised

little initiative in offering technical assistance.

As part of the evaluative study, the evaluation staff sought to
identify the technical assistance needs of the selected projects
during the on-site visits. This aspect of the site visits was

not specifically addressed as such with the projects, and the
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assessments represent the judgment of the staff as to the overall
operation of the collaborative effort and the information needs of
the projects as viewed by responses to specific questions, famil-
iarity with the EPSDT objectives, and observations of the various

procedures set up to implement the effort.

Twenty out of 25 projects were found to need worksiops and in-
formation. Of these 20 projects, 19 stated that they had received
this type of technical assistance, which suggests that there was
need for additional help. Of even greater significance was the
fact that 11 of the 20 stated that the workshop and information
had been provided by the health liaison specialist. Further, they
had found the specialist to be sufficient. One may conclude,
therefore, that the projects had low expectations for the conduct

of the workshops and provision of information.

The evaluation staff also found that a large majority, 21 out of
25 selected projects, needed technical assistance in improving
their planning and administration, and an even greater number needed

help in improving their supportive services.

2. Conclusions on Types an@fAﬂana;glafrTechni;§lrAss;staﬂéer

a. Head Start projects indicated that the technical
assistance which they received for implementing
the EPSDT effort tended to be less than adequate.
To the degree that any source wasg helpful, the
health liaison specialist was more frequently cited.
State Medicaid/EPSDT agencies, on the other hand, '
were usually no source of technical assistance at
all.
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The most frequent type of technical assistance pro-
vided was in the form of workshop and information
provision. No project, however, received assistance
in making fiscal arrangements and few indicated that
they had been assisted in implementing other adminis-
trative procedures.

Policy Considerations on Types and Adequacy of Technical

Assistance

OCD might initiate a specific program of training
and technical assistance to enable all Head Start
programs to carry out the EPSDT Collaborative
Effort more effectively., Administration and plan-
ning, as well as the development of coordinative
linkages with state EPSDT agencies, would be areas
of concentration.

The role of the health liaison specialist might
be more clearly defined in regard to its ongoing
technical assistance function and as a liaison
between the Head Start projects and the state
EPSDT agencies.
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IX. COST/REVENUE IMPACT OF THE ilEAD START/EPSDT COLLABORATIVE
EFFORT o

Introduction

A major task for the evaluation of the Head Start/EPSDT Collaborative
Effort was to assess the cost impact of the program on the partici-
pating demonstration projects. Attention was also to be given to

the quantifiable outcomes of the collaboration regarding reimburse-
ment revenues and the particular revenue sources obtained by the
various projects to suépsft the effort, as well as the assessed

value of services received by the participating groups (selected

projects only). The following tablesivtheréfara, analyze informa-
tion germane to the cost/revenue aspects of the demonstration

program:

Table XVII - Reven:e Sources Used to Support the
Head Start/EPSDT Collaborative Effort

Table XVIIT - Head Start/EPSDT Expenditures by Source

., Table XIX - Head Start/LPSDT Expenditures Re: Direct,
Supportive and Administrative Costs; Cost Per Child

. Table XX = Medicaid Invalvemé%t in the %ﬁ&ﬁegt of
EPSDT Services for Medicaid Certified Participants.
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The instruments used to collect :ata presented in the above

tables were the Head Start/EPSDT Income Sources Form, the Head

Start EPSDT Expenditure Form, and the Health Care Encounter Form.

The response rate of the demonstration projects to the afore-
mentioned instruments was relatively low. As of this report, a
total of 46 (23%) of the 198 participating projects submitted

the Income Sources Form. Eight of these projects were selected
projects. Even fewer projects responded to the Expenditure Form.
Only 45 projects (21%) of all the projects forwarded information

via this instrument. Of these projects, five were selected projects.

Repeated efforts were made during the course of the evaluation

to obtain the requisite information. 1In each instance, those
projects not responding were contacted and requested/encouraged

to complete and return the forms as soon as possible. The projects
were advised of the importance of their response relative to the
validity of the evaluation study. These efforts, however, had no
material impact on the response rate. It should be noted that
completion of these forms came at the end of the year. It was,
therefore not possible to persist in seeking this information

since many projects were closed, and staff was not available.
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The primary reason for the low rcsponse rate may have

been the lack of cooperation the health coordinatars received
from the fiscal officer* of the program. Witheout assistance
from this staff person, many health coordinators felt at a loss
to attempt completion of the forms themselves. Moreover, many
projects did not understand the information being requested and
failed to inguire. Nonetheless, because of the low response rate

to both forms, any definitive statements made reqarding the data

tables are only relative to the universe of projects reporting.

Speculation as to the revenue/cost impact of the collaborative effort
can only be advanced concerning the bhalance of projects not re-

porting.

It should further be noted that the information reported by these
projects was not subject to audit and, therefore, was taken at

face value.

*This individual was designated responsibility to assist
the health coordinator in complating the Income Sources Form
and the Expenditure Form.
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A. REVENUE SOURCES OBTAINED BY THF DEMONSTRATION PROJECTS TO
SUPPORT THE COLLABORATIVE EFFORT

A profile of revenue sources obtained by the various demonstration
‘projeats to support the ﬁéad Start/EPSDT Effort is provided in.
Table XVII. Information was taken from the Income Sources Form
and arrayed by region, state, and program to indicate the extent
to which each region, state and program made maximum use of all
available resourg¢es regar-ing the implementation of Head Start/

EPSDT.

This table outlines six possible sources of revenue that may have
‘been used by the demonstration projects in support of the collabora-

tive effort., These area:

Governmeéntal - amount of monies received/
earned through federal, state and local grants
in connection with the Head Start/EPSDT
Collatorative Effort.

Third Party Payors - amount of monies received/
earned through third-party payors such as Medi-
caid (Title XIX) and other purchase of service
agreements that have been reached.

Direct Patient Payments - amount of dollars
received/earned through direct payments made by
families on behalf of children participating in the
collaborative effort.
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. Cash Contribution - amount oi unearned income from
voluntary contributions, e.g., foundations, endow-
ments, etc.

. Donated Services and Materials - the assessed value of
in-kind support f£rom non-cash donations, e.g., volunteer
personnel services, materials and other contributions
of a non-cash nature which are incremental to program
services -

. Other Revenue - amount of any other revenue from income--
earning efforts such as sales, interest, etc.--not
previously listed.

As a point of reference, none of the 198 demonstration proje¢ts parti-

Qipating in the Head Start/EPSDT Collaborative Evaluation (with the

exception.of Eugene, Drégen) had reached agreements with state/local

Medicaid agencies for direct third-party reimbursement. This,

however, was not a priority objective of the first year-éffﬁrt~ It

is anticipated that the second year evaluation will place more

emphasis on the demonstration projects securing direct third party

monies through purchase of service agreements with state/local,

agencies. Thus, monies shown in Table XVII as Title XIX/Medicaid

did not constitute vendor status* on behalf of the prgject_' Rather,

data from this table represented the projects' estimate of Title XIX monies
~ obtained by health providers for services rendered to Medicaid eligible

children (of the respective projects) participating in the collabora-

tive effart.

*Vendor status - recognized as a provider of health services
(for which Title XIX monies can be received) by the state/local
Medicaid agency.
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. Cash Contribution - amount oi unearned income from
voluntary contributions, e.g., foundations, endow-
ments, etc.

. Donated Services and Materials - the assessed value of
in-kind support f£rom non-cash donations, e.g., volunteer
personnel services, materials and other contributions
of a non-cash nature which are incremental to program
services -

. Other Revenue - amount of any other revenue from income--
earning efforts such as sales, interest, etc.--not
previously listed.

As a point of reference, none of the 198 demonstration projec¢ts parti-
Qipating in the Head Start/EPSDT Collaborative Evaluation (with the
exception.of Eugene, Drégen) had reached agreements with state/local
Medicaid agencies for direct third-party reimbursement. This,
however, was not a priority objective of the first year-éffﬁrt~ It

is anticipated that the second year evaluation will place more
emphasis on the demonstration projects securing direct third party
monies through purchase of service agreements with state/local,
agencies. Thus, monies shown in Table XVII as Title XIX/Medicaid

did not constitute vendor status®* on behalf of the project. Rather,

~ obtained by health providers for services rendered to Medicaid eligible

children (of the respective projects) participating in the collabora-

tive effart.

*Vendor status - recognized as a provider of health services
(for which Title XIX monies can be received) by the state/local
Medicaid agency.
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1. Analysis ol 1'indings

Table XVII shows that an overwhelming majority of the demonstration
projects reporting were very much dependent upon the supplemental
grant provided by the federal government for support of the Head
Start/BEPSDT ecffort. Project grants ranged from $500 to $16,500

as reported by Jackson County Child Development Centers of lMedford,
Oregon and Pfairie Opportunity, Inc. of Starkville, HMississippi
respectively. Monies generated through other sources were minimal

by comparison and in some categories no monies were reported at all.

It appears that there was no direct relationship between the

number of children enrolled and/or participating in the Head Start/
EPSDT Collaboration, by project, and the amount of monies allocated
by project, for the implementation of the collaborative effort.

For example, the South Middlesex Opportunity Council of Farmingham,
Massachusetts indicated it planned to serve 250 children for which

it received $10,000 in supplemental monies. 1In contrast, the
Paterson Task Force for Community Action of Paterson, Hew Jersey only
received $8,000 from the federal government with a planned population

¥

of over 5,000 to be served. Thus the rationale for the distribution
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Blackfest 501,400 . : 53,500 1
Flathead R,493 40 1,230 384 11,152
Fort Teck . h,600 2,340 ' 8,640 i

Tonm § 23,40

)
[
o
[

] =
B
R
[T
pry, 1
o

Total 510,40

1 hesbraska: K

-

3 Fanten S10ux
|THED Tarals

| Pegional Totals |3 24,343

5,900 | 55,000 1

3000 | 82,00 H Pl

AR R ik e LA A T s AR B =
§ o2 | s | s T | S0

i T Lt o Bk R Y 3 Gt L Rl L B i T R &) B oy

BRI T DU
561,925 1 818,725
T S P

5 4l Tue

T ek S

i
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A total of $586,188 was obtained/generated for the collaborative
effort among the 46 pzéjé:ts reporting. Exhibit Vv illustratas

the percentage distribution of this améuﬁt between the respective
revenue categories. The distribution shows that federal funds
_(supglementai'grant)~@f $431,798 far out-distanced the other cate-
gories as the major contributor to the Head Start/EPSDT effort

and accounted for 73.7% of all monies generated. In addition,
monies generated through Medicaid/Title XIX ($61,925/10.6% of total)
and Donated Services and materials ($55,094/9.4% of total) combined
to represent 20% of the total funds available to support the
collaborative effort. These categories, together, became the
second largeSt supporter of the collaboration. Exhibit V also
indicates that very few dollars were provided through state and

local governments, cash contributions, etc.

The data supports, as previously indicated, a strong reliability

on the supplemental grant for maintenance of the demansgratign
program. Table XVII shows that eleven (24%) of the 46 projects
reporting rely solely on supplemental grant dollars for support.
‘These programs are identified in the table by an asterisk (¥)

placed next to their names. Analysis also reveals a modest dependence
on Donated Sefvices and Materials. It is interesting to note

that five projects indicated financial-guppcrt in this area .

ranging from 20% to 36% of the total of all monies received.

Reference Exhibit VI.
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- EXHIBIT V

PERCENTAGE ALLOCATION OF IONIES RECEIVED IN
 SUPPORT OF COLLABORATIVE EFFORT

CATEGORY AMOUNT | &

Federal Government _ $ 431,798 73.7
State Government _ . 6,886 1.2

L@cairééVéinmentr 1,887 .3

TMedicaid (Title x1X) 61,925 | 10.6
- Di;éct Péﬁient ééjmentérr 530 .1 -

Caég Céﬁﬁfibuﬁiéﬁééi”m  i o o ) -
Foundations . 777'777 I L - .
Eﬁé@wﬁéntér o o _ =-0= -

private | 2 -

Donated Services and Materials: | |

Services | - » 43,370 | 8.1

#*_Other BN M S VY- N—

Totals ‘ $ 586,188. 100.0%

* Other monies obtained through third party sources.
** Other income earning efforts in support of the collabor-

ative effort such as sales, interest, etc. not previously
recorded. -
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EXHIBIT VI

COMPARISON OF FINANCIAL SUPPORT

L Total All Monies _Total Monies Percentage
Head Start/EPSDT Received In Support| Received-Donated Relation~ -
Project 3 1 of Effort ‘Services & Materials ship

e e e e e e T

. .
South Middlesex
Opportunity Council

Framingham, Messachusetts 12,000 . 36% -

Thames Valley Council .
ewitt City, Connecticut _ 14,000 - 4,000 28%

Kentucky Youth Research | _ . , '
Frankfort, Kentucky ' » 20,000 4,000 20%

Lake County C.A.P.
Naukegan, Illinois

6,000 31%

Parent Action Council o . -
Roseburg, Oregon 19,170 5,148 26%

Most other projects, as Table XVII shows, reported revenues from
Donated Services and Materials. These amounts, however, were
not significantly large and would not greatly impact on support

of the collaborative effort.

What is obvious from the data is that few projects had financial
commitments from sources other than the federal, state, and local
governments. Contributions from the private sector (foundations,
endowments, individuals, etc.) were simply non-existent. This,
however, is n@trsurprising as most programs were not engaged

in a community-wide effort to solicit money from private sources
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to support the Head Start/EPSDT pr@graﬁ_ This was also not a

priority objective of the program.

Region I reported receiving $127,462 in support of the collabora-
~ tive effort. This wa%.ﬁhe highest amount reported among the regions
and IMPD programs. Tﬁé hest return rate of the Revenue Sources
Form was also experienced in this region with 50% (10 out of 20)
of the programs Submitting;gha reguisite infarmatioﬁ. This, of
course, contributes Significantly toward the amount indicated and
sugqesﬁs that other regions may have fared as well or better
depending upon their response rates. Region III, on the other
ﬁhand, reported théiﬂing $775--the least among the regions and
IMPD programs. The response rate in this region was very poor
with only one of the ten affiliate projects reporting. Again,
the poor response rate is directly attributable to the minimal
amount reported. The variations in responses among the regions,
therefore, preclude ﬁaking objective comparisons regarding the

amount of monies received.
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2. ‘CDnc1u51gns on ‘Revenue Sources Dbtalned to Suppart the
C@llabarat;ve Eff@rt

a. Supplemental grants received by the demonstration
projects varied widely. There was no apparent cor-
relation between project size (number of children
to be served) and the amount of monies allocated
per project for implementation of the collaborative
effort.

b. To a very large extent, most of the demonstration
projects depend upon the supplemental grant for
support of the effort. For every dollar generated
in support of the effort, the supplemental grant
represented approximatley 74 cents. It is further
concluded that the collaborative effort could suffer
greatly, i1f the supplemental grants were discontinued
as most programs show no immediate alternative neth@d
of financing.

c. Despite the reliance by the demonstration prcjects on .
the supplemental grant, some projects showed initiative
in generating dollars through Medicaid/Title XIX and
Donated Services and Materials. These categories.
accounted for 20 cents of every dollar spent by the

projects on the Head Start/EPSDT Collaborative Effort.

d. Monies generated outside the government agencies were
of very little consegquence.

e. It can be speculated that if information were available
on the balance of projects not reporting, it would
have little influence on the above conclusions
reached, particularly regard;ng the distribution of
the supplemental grant monies and dependence on same
for support of the collaborative effort.
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3. Policy Considerations on Revecnue Sources Obtained to Support
The Collaborative EEfort "* -

a. If the supplemental grant is to continue, it is
suggested that monies could be distributed based on a
formula that reflects program size and other variables.
This could greatly contribute to an equitable means
of allocating supplemental monies among the programs.

b. Programs could be encouraged to begin saligitiné
sources other than the supplemental grant for support
of the collaborative effort. Suggestions are:

- recoghition as a provider of health services by
the local/state Medicaid agency, whereby third
party monies accrue directly to the demonstration
project. These monies can then be reprogrammed or
earmarked for subsequent EPSDT health and support
related services.

- where provider recognition is not possible,
programs may be encouraged to reach agreements
with local health providers (which are recipients:
of third party revenues) to share in any monies
they receive as a result of services rendered to
children of the local projects. As in the above
situation, these monies can be used for future
LPSDT services

- implementation of direct patient payments (for
non-Medicaid eligible families only) predicated
on a sliding fee scale system which takes into
account the family's ability to pay

= solicitation at the local community level to
attract monies from the private sector, e.qg.,
sponsorships, contributions, loans, etc.
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B. SOURCE OF EXPENDITURE FOR HEAD START/EPSDT COLLABORATIVE
EFFORT (TABLES MVIII AND XI) ;

The expenditure form was used to collect information on the aiaﬁnt
of monies expended by the demonstration projects in support of

the collaboration effort. The form was also designed to assess
the per child cost of screening and treatment and related suppor-
tive and administrative services. Information feéorted was for

the period July 1, 1974, to June 30, 1975.

There was wide dispafity in reporting among the demonstration
projects regarding the expenditure form as com§aréd to its counter-
part--the income form. It appears that most projects did not
understand that the amount of monies reported as available for

the collaborative effort (reference Table XVII) was directly
:elated tDitha amount of monies that could be expended on the
effort. 1In fact, many projects reported more monies expended

than were actually available.

Because of the lack of data and, in some instances, its unrelia-
bility, it was not posgible to undertake the kind of analysis
anticipated. Therefore, no conclusions can be drawn relétive to
the cost impact of the llead Start/EPSDT CollabgrétiGE Effort for
the universe of 198 projects. However, for those projects re-

porting, the available data on the dispersion of these costs are

summarized in Tables XVIII and XIX. Conclusions and recommenda-
tions as to the findings also follow, but are limited to the

universe of projects reporting.
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Information -by region, state and project concerning the source
of expenditure for the collaborative effort, e.g., Head Start/
EESDi (supplem@ntai grant), cash contributions, in-kind contri-
bution, etc., is presented in Table XVIII. The table further
summarizes the total amount of expenditure from all sources for

each region, state and project.

Monies expended by the demonstration projects on the collaborative
effort (including EPSDT payments to providers, as estimated by
the projects) are categorized into three major groupings in

Table XIX:

. Direct Costs
Supportive Cost
. Administrative Costs
This table further provides the per child cost of EPSDT services,
by dividing the universe of children served into the total cost

of all services rendered.
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Definition of Terms

Direct Costs refers to those costs which are directly attributable

)

to services rendered to children and their families participating

in the HéaawSE@:E[EE%DT_égquam, e.qg., wagés paid to staff per-
sonnel directly involved in administering medical services, cost
of supplies (prostheties, pharmaceuticals, etc.) used in the

course of rendering health services, etc.

Supportive Costs refers to those costs which are necessary to

ensure quality and ongoing services to children and their

families, e.g., wages paid to staff persons who are not directly

involved in EPSDT medical treatment, but who perform functions

which induce better or continuing patient services, such as
outreach, EPSDT staff training, etc. The cost of providing
transportation to and from the clinic setting would also be

germane to this category.

Administrative Costs refers to those costs which support overall

Head Start/EPSDT operations, but which are not associated with

direct medical services to the collaboration participants,

e.g., wages paid to Head Start/EPSDT administrative staff, cost
of transportation, materials, etc., which are attribritable to

EPSDT administrative functions.
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‘1. 2nalysis of Findings (Table XVIII)

Projects reported that they spent a total of $656,383 on the
collaborative effort. As expected, the majority of theue

m@nias, $496,GS7A(76%), came from the Head Start/EPSDT supple-
mental grant. Other federal dollars in the amount of $68,591*
paid for 10% of health ané related EPSDT services Pﬁovided to
children, thus representing the second largest expenditﬁre source
in support of the callébcratién. Contributions from other scuréés
were significantly less. Exhibit VII provides data on the amount
of contribution by expenditure source and its distribution as a

percentage of the total.

Tntéréstiﬁgly, EPSDT Medicailid was rarely a source afafﬁnds used re-
garding health services to all Head Start/EPSDT participants. Figures
show that only 6%, $41,858, was used for health and related services
from this source. This may have been a result of under-reporting by
the projects. However, Medicaid's participation as a funding source
iﬁé:eases relative to Medicaid payments for services rendered to
Medicaid certified children--both Head Start and non-Head Start. This

will be explained in next section. For example, projects reported

*This amount appears unusually high and may be the result of mis-
interpretation. That is, Some programs may have inadvertently
reported expenditures from the supplemental grant under the
"Federal" category as opposed to the "Head Start/EPSDT" expendi-

. -ture category.
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EXHIBIT VII

SOURCE OF EXPENDITURES FOR HEAD START/
EPSDT COLLABORATIVE EFFORT

- o ~ Contribution
Expenditure Source __Amount By Source
Head Start/EPSDT $496,087 76%
Non-Cash In-Kind

Contributions 32,062 5%
Cash Contributions 69 -
Federal (éﬁhér ﬁhan
" Supplemental Grant 68,591 10%
State 5,743 13
Local 4,529 1%
EPSDT/Medicaid 41,858 6%
Other 7,%457 71%

TOTAL 5656,384 100%
= s e

Information is based
which represents 23%
in the Collaborative

NQTE:

on a total of 45 projects reporting,

of the 198 projects participating

Effort.
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SOURCE OF EXPENDITURE FOR HEAD START/EP
. COLLABORATIVE ELFFORT
Table XVIII

Non=-cash
Head Starkf In=kind Cash
rojocts by Rogion/State JEPSDT Ex- conbri- contri- Federal State
penditures| butions butions

REGION T

Massachwsetios:
Gloucostes

pittsfield 19,1322 $ 40 ko
Greenfield 2,046 |5 319

L
L
ot
(ks
Ak

Total 5 32,693 40

Vaermont: 7
Newport $ 10,150 | _ _ —l
Winoosk i 10,000 . . —
Total | § 20,150 i . I I
Cangéﬁti:ufzrr | o
Danielson 5 9,684 i 1417 4 131661, i
Jewett City 9,886 | § 4,000 o
Total 519,570 | 4,141 | s 13,661 ]
Beglf:mal }:faﬁglg ) B ) 57772,413 $ 4,460 | S 40 }5 13,661

REGION II

- New York:
32 Watertoun s 8,102 | $ 1,135

ERIC

Aruitoxt provided by Eic:
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SOURCE OF RXPENDITURE TOR UEAD START/EPSDT

COLLABORATIVE LFFORT

Projocts by Reglon/State

Head Start
EPSDT B
penditures

Non-cash
Tn=kind

canLyi=
butions

butions

Carh

contri- Podoral

Skate

Local

EPSDT
Med icald

Title XX

Total
HS/EPSDT

Expend.
From All

Sources

BEGTON 1

Massaclsetts:
Gloucostes

Pitksfield

Creenfield

Total

S 11,32

il 340 b 7 L

§ 60

T

i.aﬁs“—_-s

- MR

S 3,746

$ 34,49

Yermont:
Newpoxrt

Winooski

_ ]

10,000

Tatal

= = = o sy -
’ 20,150 |
Total $ 20,150 _ 7 |5 050
Connécticut: C e
Danielson ! 7?,6847 75 14 o — 5 HS,EB% !
' o |0 13,886
Joyett City 9,886 | § 4,000 _ N 5:% 9%

4,14]

513,661 |

§ 190

s i | s2u6 ]

Regional fatals

§ 4,460

513,661

s 3.1 |

189410

REGION IT

New Ygrk;
Watertown

§ 1,135

5 9,237 |
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SOURCE OF EXPINDITURE FOR HEAD START/EPSDT
COLLABORATIVE EFFORT

Project hy Reglon/Ghate

liead Start
FpapT Lx-
periditures

Total
HS/EPSDT
Expend.
From ALl
Sources

Non=cash

In=kind
contri=

hutions

EPSDT
Medicaid
| mitle KK

Cash
contri-
butions

Pederal | Gtate Iocal Other

REGION 1T (CONT)

lew Jersey:
Orange -

85,278

g 5,78 _

 Regional Totals

513,380

1035 | SUSL

REGION III

Naryland:
valishurg

§10,000

ok 50 10,775 |
g

Wlest Virginia:
Roanoke

§ 5,567

§ 5,567
o —

Fegional Totals

. R

135,51

ii.p?

REGION 1V

Nississipni:
Starkeville

Yazoo

Total

b e

$ 3,800

§12,040

|

12,300 |

55,649 | $3,380 191 21,520

§20,540

o o aplniny
$33,560

$ 3,380 53,991

§ 5,649

Tennzssee:
Kingston

6,866

I 334 120 75

=T

$ 8,063

:-ﬁﬁiébamar - :
Anniston §7,976 314378 _
§35)
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| SOURCE O FYPENDITURE FOR HEAD START/EPSDT
; COLLABORATIVE EFFORT

Tablo XVIII (Cont'd) o 3
—— p— _ aiiia i S e S I — - e TD{A]—
Mon-casi HS/EPSDT
[Joad Startt Tn=kind Cazh EPSDT Fxpend,
aif Ly | contri- | contri- | Federal | State Iocal Medicald Other  |From ALL

butions Title XI¥ Sources

Projuct by Reglon/state fil
penditures | fations

REGION TV (CONT.)

Goorgla: o
320 §13,239

| R

tonticello & 10,292 | 5

1
P
ZIT

e
|
E
]
(%]
Ratecs

» 1,513 5 640

Galnesville 14,000 300 - 713,399

Total §23,0 | 5§ 79 |5 25

| TN

1,503 $ 640 |5 30 526,59

Kenkucky: o
“rankfort 516,000 [ 5 4,000 5 20,000

-

: Regi@ﬁalrfétais B § 74,634 29 |8 T0620 8 3,74 § 760 | 5,02 ggglgs

——— i - S I = —_: A ’ r——— e ——r——— m
REGION V

f
|
s~

T

Iilinois:
Cook County | $ 30,016 | § 3,173 7

i%ﬂr

3,254 2,746 | $22,230 § 61,419

Waukegan 15,035 6,100 § 2,811 | 23,%6.

Total $ 45,050 | §9,213 ¢ 9,55 9,76 | 522,200 | 2,810 | 585,365

Wisconsin:
Wisconsin Rpds.f § 5,000 : B 55,000

5,503

Superior 5,503
_ | 710,903

Total 510,503

Regional Totals~ | § 55,554 | § 9,213 § 3,254 52,746 | $22.230 | § 2,811 | § 95,868

[

d




Table XVIIT (Cont

%20

SOURCE OF CXPENDITURE FOR HEAD START/EPSDT
COLLABORATIVE ETFORT

Project by Reglon/State

firad Start
FPsT Bue=
penditures

butions

Non=cash
In=kind
contri-

Caslh
contri=
It ions

Fadieral

State

Iocal

Epsior
Medicaid
Title ¥I¥

Other

| rotal

{5/ERSDT
Expend.
From AlL

Sources

EEGION VI

Texas:
Witchita Falls

San Antonio

Amarille

Total

Arkansas:

§ 3,494

s 7,947

5,904

§ 2,653

$ 1,000

3,553

§ 2,65

§ 1,000

$ 23,404

A ———]

BREL

Hot Springs

Lou siana:

Mexandria

§ 5,000

P 14, 38T

New Mexico:
far1sbad

§ 8,504

Oklahoma:
Chickasha

§ 37,22

Regional Totals

i

S dod

§108,516

§ 7,65

51000

REGION VII

Missourd:
Joplin

Kirkville

§ 6,175

5,627

1001

oy
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I SOURCE OF EXPENDITURE FOR HEAD START/ERSDT
| | COLLABORATIVE EPFORT
Table XVITT (Cont'd)

Total
Non-cash : H5/ERSDT
Mead Start In=kind Cash EPSDT Lrpend.
Project by Beglen/State 00T Bi- | ocontyl- | contri- | Fodoval | Stat local Modicaid Other  |#rom All
posadltures| bntions but ions Title ¥T¥ fources

e

REGTON VII (CONT.)

Appleton City | § 5,000 . § 5,000

Total v 16,277 § 525 5 16,802

ransas;
lorton § 5148 3 5,148

Girard 02,804 1§ 85 84,502 § 48,221

e e e st =t Fd e AR bl i Sn—) LB | - N O —

Total 545,01 s 825 §4,302 § 53,369

585 | .00 | -] F 0

- — _ o e i - = . o o AT u o mes e i A A EF R B !!lF‘F"j

Regional Totals 5 64,319

REGION VIII

Colorado:
Ia Junta $ 4,950 |5 852 § 4,400

L
|
[
j ]

510,631

T

14,855

Pueblo 4,825 30 10,000

Prinidad 5,000 618 3,422 5 642 § 1,920 11,602

i o il

tal | $14,775 | §1,50 5 17,022 s aw {5 e | s 1,90 5370

Reglonal Totals §14,775 | § 1,500 s | |8 a9 fs e |6 1,90 53,08

REGION 1X : 4 4 1

: awaii: _ | -
A0 i 5 6,806 § 9,140 | § 1,02 | 516,99
ERIC - | I A S —

[“Fegioml totals | § 68| . | § 9,10 | § 1,09 | §16,9% |

1
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| , | SOURCE OF EXPENDITI  FOR HEAD START/EPSDT
1 COLLABO!  [VE EFFORT

Table XVIII (Cont'd)

| Total

Hon=cash Hs/ERSDT
ed Start T=kind Cagl FFSOT Fypend.
Predact by Fegion/Geats [RIE0P B~ | eontrls | contrie | Federal : Nedicaid Other  {From ALl
renditires | butions butions Title XIX | Sources

[
o
ot
T
e
g
P
ot

REGION X

Oregon:

la Grande 511,939 11,939

Fugene 43,280 | § 3,350 46,630

Salem | 5,700 § 9,899 15,599 |

Clatskanic 13,331 418 51,612 15,361

f$'3§;529=

Total 700 ] 536 | | 889 | $ 1,612

Regional Totals | §74,250 | $368 | ] §9.89) 51,60 § 89,529

IMED PROGRAMS

Minnesota:
WWVWhitgrEar;h 7 8 4§_ _ 45

M@ntana;

Flathead 5 0,4% § 2,65 § 11,152

Nehragka:

Santee Sioux 5 5,024 § 5,94

42D Totals § 14,467 §2,65 | §17,12

143

sa06,087 | 32,060 | § 69 | g6m5on | § 5§45 ) WLEO ) VT4 §656,384 [

SUMMARY TOTALS
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$61,925 in Title XIX monies available for the collaborative effort
through revenue sources. It, therefore, seems reasonable that
this amount would have been expended. On the other ﬁéna, a sub-
stantial parﬁi@n of the various screening tests, usually performed
by the health providers, may have been administered by the Head
Start/EPSDT sﬁaff itself. This would have, of course, precluded
centage of Medicaid/EPSDT expenditures. The lack of Medicaid re-=
imbursements for all EPSDT health and supportive serviceé should

also be considered.

As previously indicated, expenditures exceeded the revenue sources
available to suépart the collaborative effort. While this strongly
suggests error in reporting, the possibility cannot be dismissed
that projects may have reached beyond the revenue sources re-
ported to sustain the implementation of tﬁé Head Start/EPSDT
program. For example, some projects may have failed to EEEéft

(in the Income Sources Form) monies spent on the effort which

were not specifically earmarked for Head Start/EPSDT, but which
~were, nonetheless, used for this purp@se? .This would suggest

that in certain cases projects were willingsto sacrifice otner
program objectives or activities to ensure maintenance of the
effort. It can be speculated that many of the demonstration
projects used monies normally associated with the categorical

Head Start grant to meet the financial obligations of the collabora-

tion effort incurred beyond the supplemental grant monies available.
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Other analysis shows that Region VI expended $108,515 on the
collaborative eifort--the most reported among all regions and

IMPD programs. Regiébns I, IV, V, and X all reported EPSDT expendi-
tures in the range of $90,000. Region VII reported somewhat

less at 376;171, with Region VIII following at $37,088. Regions
III, IX, and the IMPD projects indicated expenditures from $16,000
to $17,000. The least amount reported was in Region II =~ $14,516.
0f course, much of this relates directly to the number of projects
reporting. It is, therefore, not clearly discernible whether

this trend would have prevailed had thé majority of projects re-

ported.

Individually, Cook County of Chicago. Illinois reported spending
$16,419 on the collaborative effort. This was highest amony the
demonstration projects. On “he ceher nand, Nett Lake, Minnesota

repored a nominal amount of $45--lowest amang all projects.

2. Analysis of Findings (tuble XIX)

Table XIX indicates that 48% f$316,395) of all monies spent by the dem-
onstration projects on the collaborative effort was attributable to di-
rect costs. This indicates that nearly fifty cents of every dollar wéﬁt
to salaries of staff directly involved in EPSDT medical services; to

the cost of supplies used in the course of providing direct health

445
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HEAD START/EPSDT EXPENDITURES RE:

SUPPORTIVE, AND ADMINISTRATIVE COSTS;

COST PER CHILD

Total
All
Cosks

Admin.

to. Of Cost
children

el

Mass ‘
Glowsester 511,325.00 | s 9,826.00 § 1,250.00 § 449,00 513 s 51.00
Pittstield 19, 361,97 5,214.77 §8,522.71 5,624 ,49 160 121.00
Greenfield 3.745.30 ) 286641 633.85 310 12.00

Total $34,433.36 | $17,707.18 | $10,406.30 ; e c ono
' ﬁarnﬁ‘;nt: o
{ Newport $10,1%0.00 | 3 2,000.00] % 7,226.90 $ 233,04 181 s 56.00
Wirmoski VlD\.DDpiGG 4,735.10 1,000.00 l%’f;Bf\gx 2 a0 |
. Total §20,150,00 | $6,736.10} §8,226.95| § 5,186.94 293 5 8,00
E t:—:t_irnﬁe;t:ktri%m;:v V R 7
é- Danie lson 525,832,721 $ 7,119,311 5 9,34d,10 158 £162.00
Jowut t City 13,886.00 1,015.00 G200 28 | snoo

__Total_

Regional 1o

T T T

—

T

it

BLGION 11

Hew Yortk:

“
Ji
1l

Waker town 59,237,309 | $2,319.19| 5 866,63 $ 6,051,567 216 g 43,90
Haw Jérséy:‘

Qrange §5,278,31 S -0- 5,” -0-

Regiona 177 iii'.’tf\]’z - ‘51:17, E}"' ‘5 )
ﬁm@&g% R )

Maryland s

Salinbusg $10,776,80 | ¢ 2,870.00 | 5 3,185.75] ¢ 1, mB2s 347 5 A6, 00
Virginia:

Roansz ke 5,567.20 5,567,20 =0- —p- 5sa & 10,00

ot g e




DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD

Table XIX (Cont'd)

Total
All
L COSts - Direct Adnin,

REGION IV

Missisguippl:

2%.072

R

.SBtarkeville $12,040.001 S 5,228.00 $ 3,830, 5 2,920.00 413

Yazoo ' 21,520.00] 18,427.09 3,093, - e 447 47,00

560 5 39.0%

Total 533,560.00 s523,5655.00 56,981, 5
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Kentucky:

Frankfort 510,000.00

$96,137.17

REGION V

Illinois:
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Waukegan 23,945,090 7,617.00 9,298.00 7,031.00) 226 L

¢ Total 815,165 .00 £53,429.00 5L7,640.00 214,290 .00 878 5 57.00

Wizconsin:
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HEAD START/EPSDT DIXPENDITURES RE: -
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD

Total ’ tln. Of
All i Children
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_ HEAD START/EPSDYT EXPENDITURES RE:
DIRECT, SUPPORTIVE,. AND ADMINISTRATIVE COSTS; COST FER CHILD

Table X1X {(Cont'd)

Ho. Of Cost
| Children Pip
o L Direct ~Admin. Servedd | ©hild

REGION VIII

’ -C@lafadaz
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services; and to other areas directly ascribable to health ser-
vices rendered to EPSDT participants. This finding supports a
prévigué statement relative to the project staff administering
direct health services and thereby, contributing to the low per-
EEﬁtagé in the use of Medicaid/EPSDT dollars.

Further analysis shows that a considerable share of monies spent
was for supportive and administrative activii;e5=-$l76,414 and
$163,570 respectively. Thus, 27 cents (27%) of every dollar was
spent on supportive activities and 25 cents (25%) of every dollar

went toward administrative functions.

Tt seems that adequate monies were generally provided by the project
~toward the objective of having Head Stzrt assist the EPSDT pro-
gram in delivering health-related supportive services to Medicaid
eligible children in the community. Administrative costs, however,
seem to be disproportionately high when considering the major
objective of the program: to reach and provide EPSDT services
to as many Medicaid eligible chilaren as possible. _This may be
the result of requisite start-up activities for the program, e.g.,
staff orientation to EPSDT, meetings between Head Start staff and
local Medicaid/EPSDT agencies, familiarization with and completion
of data survey instruments, etc. by comparison, there were, of

ourse, difference among regions and IMPD programs regaraing the
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distribution of direct, supportive, and administr.five costs and
its proximity to the aggregate distribution of the universe
(reference Exhibit vIII). For. example, Region II reported that an

inordinate amount of monies, approximately 75 cents of every

dollar, was spent on administrative tasks, leaving very few

monies for other services. Conversely, the IMPD projects indi-
cated that nothing was expended for administrative activities.
Rather, 96% of all expenditures were for direct services, Qiﬁh

~ the femainiﬁg 4% going to supportive services. In this instance,

it must be assumed that there is some error in reporting, since

it is highly improbable that such a low percentage of administra-

tive expenses would have been incurred.

A high incidence of direct services expenditures was also preva-
lent among Regions IV, V, and VIII-70%, 75% and 71%. Region I
reported a low of 16% for direct services. The remaining regions

averaged around 40%.
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EXHILIT VIIX

L]

DISTRIBUTION OF HEAD START/EPSDT EXPENDITURES RE
DIRECT, SUPPORTIVE, AND ADMINXISTRATIVE COSTS

L]

Region

| Expend.~H.S.EPSDT

__Direct

_ Supportive

Adm@@isﬁrativg 7f

I .
% Distribution

94,101
100%

32,597
35%

36,391
39%

25,113
26%

I
% Distribution

11,330
79%

11T 16,342 8,438 3,156 4,748
% Distribution 100% 52% 198 28%

v : 96,138 66,830 18,851 10,457
% Distribution 100% 70% 20% 10%

v
% Distribution

95,868
100%

54,609
57%

21,340
229

19,919
21%

VI 108,516 43,277 14,823 50,416
% Distribution 100% 40% 1l4g 416%

VIT 70,171 25,355 39,609 5,207
% Distribution 100% 36% 56% 8%

VIII 37,088 26,449 8,075 2,564
% Distribution 100% 71% 22% 7%

IX 16,995 6,626 8,502 1,867
% Distribution 100% 39% 50% 1180

X 89,529 33,459 24,122 31,948
% Distribution 100% 37% 27% 36%

IMPD
% Distribution

17,121
100%

% Distribution

E119

IText Provided by ERIC

Aggregate Total |

16,442
96%

ARD

27%

415

163,569

25%

QO NOTE: Information is based on a total of 45 projects reporting,
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EXHILIT VIIX

DISTRIBUTION OF HEAD START/EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADMINXISTRATIVE COSTS

Region

| Expend.~H.S.EPSDT

_Direct |

Supportive

Adm@@isﬁrativg 7f

I .
% Distribution

94,101,
100%

32,597
35%

36,391
39%

25,113
26%

1T 14,515 2,318 867 11,330
% Distribution 100% 16% 6% 79%
ITI 16,342 8,438 3,156 4,748
% Distribution 100% 52% 19% 28%
v : 96,138 66,830 18,851 10,457
% Distribution 100% 70% 20% 10%
v 95,868 54,609 21,340 19,919
% Distributicn 100% 57% 22% 21%
VI 108,516 43,277 14,823 50,416
% Distribution 100% 40% lasg 416%
VIT 70,171 25,355 39,609 5,207
% Distribution 100% 36% 56% 8%
VIII 37,088 26,449 8,075 2,564
% Distribution 100% 71% 22% 7%
IX 16,995 6,626 8,502 1,867
% Distribution 100% 39% 50% 1180
X 89,529 33,459 24,122 31,948
% Distribution 100% 37% 27% 36%

IMPD
% Distribution

% Distribution

Aggregate Total |

17,121
100%

16,442
96%

163,569
25%

S e T T ST

© NOTE: Information is based on a total of 45 projects reporting,

E
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In the supportive cost category, Region VII was highest, with
expenditures amounting to 56% of the total. Region IX and I

then follow with 50% and 39% respectively. With the exception

of IMPD pragram;i>Regi@ﬁ IT was lowest in support serxvice gx@éﬁdi—
ture with only a 6% allocation and Region VII was moderately

low at 14%. Other regions expended 20% or more for supportive

service activities.
Administrative expenditures outside of Region II ranged from

indicated considerably lower percentages at 8%, 10%, and 11%.
An average of 28 cents for every dollar was spent by the remain-

ing regions, I, III, V and X, on administrative duties.

The average annual per child cost among all regions and IMPD pro-
grams was reported at $45.00. This figure appears to be extreﬁaly
»1Dw since the national annual per child cost of health services

to AFDC Medicaid recipients was assessed at $165 per child* Again,
one can speculate that the low average may be attributable to
under reporting by the demonstration projects of monies used to
support thé collaborative effort. 'This, of course, bears directly

on the per child cost of health and related services.

*This figure was taken from Health Start: Final Report of the
Evaluation of the Second Year Program, December 1973. pg.
VII-1l4. The calculation . .s based on information from
"National Health Expenditure, 1969-1971, "Social Security

Bulletin, January 1972. -
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Reporting among pii'e;ts regarding per patient cost varied con-
siderably. Data from Table XIX.shows that per child cost of |
health and related services for Head Start/EPSDT ranged from:

eight dollars to $264.00 among the various projects. These amounts
were reported by Opportunities Development Corporation of San
Antonio, Texas and Opportunities, Inc. of Watonga, Oklahoma, re-

spectively. Both these projects are Region VI affiliates.

The IMPD programs indicated the highest per child cost at $132.00.
Regions X and IX followed, reporting $120.00 and $108.00, respec-
tively. The lowest per child cost was reported by Region III -

$18.00

Data from Table XIX also shows that considerably low per child
costs were reported by Regions IV and II - $25.00 and EQS.OO The
remaining regions (I, VI, VII, and VIII) reported amounts closer

to the overall average per child cost.

3. Conclusions

a. Dxpenditures for Head Start/EPSDT varied from project

to pr@jééﬁ; about 75% of the total TuSHT expenditures
for all regions and IMPD programs osiginated from
the lflead Start/EPSDT supplemental grant. Contributions

from other sources were minimal
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b. Medicaid/EPSDT only accounted for 6% of all EPSDT
expenditures. It appears that many projects are
providing requisite EPSDT screening services to
collaboration participants themselves. Lack of pro-
viders, failure to reimburse for certain services -
in accordance with the EPSDT state plan. et al. may
be contributing factors to the low percentage of
Medicaid/EPSDT expenditure’:.

c. Analysis of the data indicated that programs ex-
tended beyond the supplemental grant to support the
collaborative effort, which suggests that the
supplemental grant alone was not stvfficient to sus-
tain the implementation of Head Starc/EPSDT.

- d., Overall, 48% of all dollars expended by the demonstra-
tion projects for the EPSDT program was for direct
o health services, with 27% and 25% attributable to
supportive costs and administrative costs, respectively.

e. Projects allocated adequate monies for supportive
services to satisfy the objective of soliciting as
many Medicaid eligible children as possible for
participation in the program. But it appears that
more discretion could have been exercised regarding
the relatively high cost of administrative services,
in view of the overall.objective of reaching and
serving as.many children as possible.

f. Per child costs fluctuated considerably among the

projects. The average per child cost, however,
was assessed at $45.00.

a. The demonstration projects could begin to take a
serious look at where they are spending money
relative to fullfilling the objectives of Head
Start/EPSDT. Certainly if one of the primary objec-
tives of the program is to reach and provide support-
ive services to Medicaid eligible children, then
programs must identify, within the total program
concept, the monies needed to accomplish this ob- "
jective. Thus, it is likely that more should be
spent in this area. Expenditures in other areas
of less priority could, by contrast, be held to
a mihimum.
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b. Programs could begin to become more cost conscious.
They could consider alternative ways of monitoring
EPSDT expenditures other than by line-items ex-
penditure, particularly in light of emphasis (in
the second year program) on projents qualifying as
vendors for third-party reimbursements. In negotia-
ting EPSDT purchase.of .service agreements, many
state and/or local Medicaid agencies require that
costs be stratified by direct and administrative
services. In some instances, a determination of
supportive costs is requested. This is done for
purposes of the state ascertaining the services
for which they will reimburse. A consideration,
therefore, is that projects would adopt a system
which begins to meet this need, Such a system not
only provides a means for identifying costs '
for reimbursement requirements, but can also
be useful as a management tool for budgeting and
planning purposes. Moreover, it provides management
with the requisite information as to dollar spending
relative to program objectives and further establishes
the parameters necessary for any decision-making as
to the most cost-effective approach for reaching
these objectives.

¢. In light of the uncertainty of future collaborative effort
funding, stronger emphasis will be placed on programs to
take full advantage, wherever possible, of all Medicaid/
EPSDT reimbursable services. Programs could also be
encouraged to make every attempt to secure vendor re-
cognition.

d. Because of the unreliability of c@st/reveﬁﬁe,data,
more emphasis could be placed on the retrieval of this
information in the proposed second year evaluation,
particularly in light of the programs poor response
rate and apparent misunderstanding of what was re-
quested. A closer look at the impact of EPSDT Medicaid
dollars on the collaborative effort might be a key
consideration. o
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o LICATD INVOLVEMENT IN THE PAYMEWT OF EPSDT SERVICES
10 MEDICAID CERTIFIED PARTICIPANTS ' '

Data from table XX presents information concerning

Medicaid's involvement in the payment for EPSDT services

received by Medizaid‘cartifieé participants. Information is
arrayed by the particular health service category for Head

Start and non-Head Start enrollees. Reporting is based on
information obtained from the Health Care Encounter Form

relative to the 24 selected projects. No attempt was made,
here, to assess the dollar value of Medicaid payments, és this
infarmatianlaculd not be retrieved from the aforementioned form.
Rather, the data focuses on the units of health ser&iges received
by Medicaid ce?tifiea participants in which !Medicaid was involved
as a pavment source. This fiﬁding ig then expressed as a
percentagc o t. ... of units of health services received which

were paid for by Medicaid, in whole or part.

1. Analysis of Findings

Data indicated that 51% of all health services received by the
iledicaid certified population=-both Head Start and non-Head
Start participants--among the selected projects was paid for,
in whole or part, by Medicaid. Surprisingly, non~Head Start
children had a greater percentage (63%) of their health

services paid for by Medicaid than did Head Start children (50%).
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Table iX
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;Qﬁéb

MEDICAID TNVOLVEMENT IN THE PAYMENT OF UNITS OF EPSDT SERVICES
FOR MEDICAID CERTIFIED PARTICIPANTS BY HEALTH SERVICE

i Total
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3y Hed, |

Units of Services
Recelved by Med.
Cert, Children -
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P Medical
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19

17

3,430
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recaived |

117

422

467

Pigures do not represent numbers of Medicaid
‘children receiving health services. Rather,
they represent the units of health services
vithin each category) by Medicaid
certified participants. '
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3%

eerage.
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This followed throughout each of the major categories of health
service, with the exception of nutritional serzvices. It is
speculated that this trend was a result of less contact by the
programs with the non-liead 5Start certified children regarding the
full range of EPSDT mandated services and/or the probability of
needed follow-up treatment. HMedicaid in many instances does not
reimburse ;or the full range of health services. Because Head
Start Medica'd childien are more likely to be the recipients

of total health services as opposed to non-Head Start !ledicaid
certified children, the greater the possibility becomes for

Medicaid not to be involved i ne payment process.

Data also indicates that Medicaid was most responsive in
ga:tiéipating in the payment for medical and dental services
aﬂﬁlni stered to ledicaid certified children. lledicaid's

inve  vement as a pavment source in these areas was reported at
85% and 76%, respcctively. On the other hand, Medicaid's

involvenent in the payment for mental and nutritional health

services was considerably low at 15% and 4%.

2. Conclusions

a. While the cffectiveness of LEPSDT tedicaid in terms of
its dollar contribution to the collaborative eflfort
cannot be assessed, it is concluded that the Head Start
projects wvere l;EQDﬂdbly effective in involving
lMedicaid in the payment of reimbuisable services
in accordance with their respective EPSDT State Plans.

b. EPSDT Medicaid as a viable source for the payment of
liedical and Dental services appears adequate, hut
falls c¢onsiderably short fcr the payment of mental
health and nutritional scrvices.

O
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Policy Considerations

b.

llead Start projects could be encourag. ., wherever
possible, to maximize their efforts to involve Medicaid
in the payment of FPSDT services, particularly where
such servicos are reimbursable according to the EPSDT
State Plan

Projects could also be encouraged to negotiatc with
staté/local Medicald agencies for reimbursement ratces
which more reasonably. reflect the actual ccsts or the
going community rate for providing EPSDT seivices,
This could possibly increase the number of Medical
providers willing to participate in the EFPSDT effort
who were reluctant to do so before because of low
remunerati o (from Medicaid) for services rendered.

Projects could be. encouraged to negotiate

with state/local Medicald agencies for reimburscment
for the full range of EPSDT services provided. e.g.
supportive services such as transportation. This would
reduce the cost to Head Start for the implementation
and maintenance of the collaborative effort and allow
these dollars . be repnrogrammed for other priority
considerations lative to the collaboration.
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D. ASSESSED VALUE OF HEAD STACI/EPSDT HEALTH SERVICES FFOR
SELECTED PROJECTS

Information obtained applicable to the asrossed value of sorvices

Tl

regarding medical, dontal, mental health, nutritional sorvices,

’J

cts ewperienced dif-

»"‘(

etc., proved to be unreliable. Most proje

apparent con-

iy
Py}

ficulty in providing this information. ‘There ws:

fusion among the demonstration projects as to the exact meaning

of essed value of services.

UU‘

“I.J

=
L o

To ' ighlight this confusion in this area, one project reported

the assessed value of all services received at over $4,000,000.
This was more than the total ama&nt repcrted by all other selected
projects combined. Other projects also reported unreasonable

amounts.

Information germane to this arca was obtained from the Health

Care EBEnccua:or Form for the selected projects. The assessed

tc

"u

‘.JP

value of services was be reported as the cost that would
normally be incirred by llead Start for the provision of EPSDT

health services to Medicaid certified children. This amount,

which would presumably exceed the total amount of mon ies paid

]

kv Medicaid for reimbursable EPSDT services, would constitute

the additional dollars neceded from Medicaid to support the col-

laborative effort.
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Conclusions

With the apparent confusion/difficulty most of the selected
projects ha in gathering information on the assessed value of
Head ,IL/L DT services, there were no discernible conclusions

reache on this aspect of the study.

Policy Considerations

a. Becausc of the apparent confusion caused by the
use of such Ler,ln@lﬁqy as "assessed value of
services”, 1t is suggested that this phrase be
dropped for purposes of the proposed second year
evaluation. Rather, it seems only necessary to
regquest the demonstration projects to report the
anount of monies they spend. beyond those reimbursed
by Medicaid, on EPSDT services renderea to Medicaid
certified participants. This will serve to indicate
the total amount of monies needed from Medicaild to
fully support the collaborative effort relative to
the Medicaid certific . population.

b. While most projects do not maintain their accounting

~ecorde in this manner, 1t should not be difficult

to ecollect this information. An accounting of the
services received by the Medicaid certified children

and the related reimbursement reates allowed by Medicaid
for same would form the basis for calculation. This
information could be retrieved from each of the demon-
stration projects via the propos ed revised End-of-Year-

Status owrm.

c. Where site visits are made, a more intensive look at
the recordkeeping systems and the respective reimbursc-
ment plans could be conducted to rotrieve this infor-
mation.
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. Cash Contribution - amount oi unearned income from
voluntary contributions, e.g., foundations, endow-
ments, etc.

. Donated Services and Materials - the assessed value of
in-kind support f£rom non-cash donations, e.g., volunteer
personnel services, materials and other contributions
of a non-cash nature which are incremental to program
services -

. Other Revenue - amount of any other revenue from income--
earning efforts such as sales, interest, etc.--not
previously listed.

As a point of reference, none of the 198 demonstration projec¢ts parti-
Qipating in the Head Start/EPSDT Collaborative Evaluation (with the
exception.of Eugene, Drégen) had reached agreements with state/local
Medicaid agencies for direct third-party reimbursement. This,
however, was not a priority objective of the first yearAéfort~ It

is anticipated that the second year evaluation will place more
emphasis on the demonstration projects securing direct third party
monies through purchase of service agreements with state/local,
agencies. Thus, monies shown in Table XVII as Title XIX/Medicaid

did not constitute vendor status®* on behalf of the project. Rather,

~ obtained by health providers for services rendered to Medicaid eligible

children (of the respective projects) participating in the c¢ollabora-

tive effart.

*Vendor status - recognized as a provider of health services
(for which Title XIX monies can be received) by the state/local
Medicaid agency.
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1. Analysis ol I'indings

Table XVII shows that an overwhelming majority of the demonstration
projects reporting were very much dependent upon the supplemental
grant provided by the federal government for support of the Head
Start/BEPSDT effort. Project grants ranged from $500 to $16,500

as reported by Jackson County Child Development Centers of lMedford,
Oregon and Pfairie Opportunity, Inc. of Starkville, Mississippi
respectively. Monies generated through other sources were minimal

by comparison and in some categories no monies were reported at all.

It appears that there was no direct relationship between the

number of children enrolled and/or participating in the Head Start/
EPSDT Collaboration, by project, and the amount of monies allocated
by project, for the implementation of the collaborative effort.

For example, the South Middlesex Opportunity Council of Farmingham,
Massachusetts indicated it planned to serve 250 children for which

it received $10,000 in supplemental monies. 1In contrast, the
Paterson Task Force for Community Action of Paterson, Hew Jersey only
received $8,000 from the federal government with a planned population

¥

of over 5,000 to be served. Thus the rationale for the distribution

of supplemental funds was not clearly discernible,
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. A total of $586,188 was obtained/generated for the collaborative
effort among the 46 pzéjé:ts reporting. Exhibit Vv illustratas
the percentage distribution of this améuﬁt between the respective

j revenue categories. The distribution shows that federal funds

_(supglementai'grant)~@f $431,798 far out-distanced the other cate-

gories as the major contributor to the Head Start/EPSDT effort

) and accounted for 73.7% of all monies generated. In addition,
monies generated through Medicaid/Title XIX ($61,925/10.6% of total)
and Donated Services and materials ($55,094/9.4% of total) combined

) to represent 20% of the total funds available to support the
collaborative effort. These categories, together, became the
second largeSt supporter of the collaboration. Exhibit V also

) indicates that very few dollars were provided through state and

local governments, cash contributions, etc.

) The data supports, as previously indicated, a strong reliability
on the supplemental grant for maintenance of the demansgratign
program. Table XVII shows that eleven (24%) of the 46 projects
) reporting rely solely on supplemental grant dollars for support.
‘These programs are identified in the table by an asterisk (¥)
placed next to their names. Analysis also reveals a modest dependence
) on Donated Sefvices and Materials. It is interesting to note
that five projects indicated financial-guppcrt in this area .
ranging from 20% to 36% of the total of all monies received.

) - Reference Exhibit VI,
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- EXHIBIT V

PERCENTAGE ALLOCATION OF IONIES RECEIVED IN
~ SUPPORT OF COLLABORATIVE EFFORT

Federal Government $ 431,798 73.7
State Government 6,886 1.2
LécairééVéinﬁeﬁt r ) 1,887 N ?3
Medicaid (Title XIX) T 61,925 0.6
% other | | 1,725 3.2
- Di;éct Péﬁient ééjmentér 530 .;W
Caég Céﬁﬁfibuﬁi%ﬁééi”m  ) )
Foundations 7 ~0- - =
Eﬁé@wﬁéntér =-0= -
Private o 25 -
Donated Services and Materials: | B
~ Services 43,370 | 8.1
Miat,e:r;iéi:sr ) 7 ) 7,724 o 13 7
o other , VI -
Totals $ 586,188, 100.0%

* Other monies obtained through third party sources.

** Other income earning efforts in support of the collabor-

ative effort such as sales,
recorded.

interest, etc. not previously
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EXHIBIT VI

COMPARISON OF FINANCIAL SUPPORT

L Total All Monies _Total Monies Percentage
Head Start/EPSDT Received In Support| Received-Donated Relation~

Project = . , oyt © Materdiale o
— _ i 7,7“7 ——— ',,,,:,',, — ;f:)rf, E ,f_ﬁmgg';t - o = — E_S E#.v;gj Eé75 7 & Edait;e; l”%;;isr '”1' - 7:731“%3!2 7 7:

. .
South Middlesex
Opportunity Council

Framingham, Massachusetts 12,000 . 36% ,

Thames Valley Council .
Pewitt City, Connecticut | 14,000 - 4,000 28%

Kentucky Youth Research | _ —
Frankfort, Kentucky ' » 20,000 4,000 20%

Lake County C.A.P.
Naukegan, Illinois

6,000 31% -

Parent Action Council o . -
Roseburg, Oregon 19,170 5,148 26%

Most other projects, as Table XVII shows, reported revenues from

Donated Services and Materials. These amounts, however, were
not significantly large and would not greatly impact on support

of the collaborative effort.

What is obvious from the data is that few projects had financial
commitments from sources other than the federal, state, and local
governments. Contributions from the private sector (foundations,
endowments, individuals, etc.) were simply non-existent. This,
however, is n@trsurprising as most programs were not engaged

in a community-wide effort to solicit money from private sources
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to support the Head Start/EPSDT pr@graﬁ_ This was also not a

priority objective of the program.

Region I reported receiving $127,462 in support of the collabora-
~ tive effort. This wa%.ﬁhe highest amount reported among the regions
and IMPD programs. Tﬁ§ Eest return rate of the Revenue Sources
Form was also experienced in this region with 50% (10 out of 20)
of the programs Submitting;gha reguisite infarmatioﬁ. This, of
course, contributes Significantly toward the amount indicated and
sugqesﬁs that other regions may have fared as well or better
depending upon their response rates. Region III, on the other
ﬁhand, reported théiﬂing $775--the least among the regions and
IMPD programs. The response rate in this region was very poor
with only one of the ten affiliate projects reporting. Again,
the poor response rate is directly attributable to the minimal
amount reported. The variations in responses among the regions,
therefore, preclude ﬁaking objective comparisons regarding the

amount of monies received.
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2. ‘CDnc1u51gns on ‘Revenue Sources Dbtalned to Suppart the
C@llabarat;ve Eff@rt

a. Supplemental grants received by the demonstration
projects varied widely. There was no apparent cor-
relation between project size (number of children
to be served) and the amount of monies allocated
per project for implementation of the collaborative
effort.

b. To a very large extent, most of the demonstration
projects depend upon the supplemental grant for
support of the effort. For every dollar generated
in support of the effort, the supplemental grant
represented approximatley 74 cents. It is further
concluded that the collaborative effort could suffer
greatly, i1f the supplemental grants were discontinued
as most programs show no immediate alternative neth@d
of financing.

c. Despite the reliance by the demonstration prcjects on .
the supplemental grant, some projects showed initiative
in generating dollars through Medicaid/Title XIX and
Donated Services and Materials. These categories.
accounted for 20 cents of every dollar spent by the

projects on the Head Start/EPSDT Collaborative Effort.

d. Monies generated outside the government agencies were
of very little consegquence.

e. It can be speculated that if information were available
on the balance of projects not reporting, it would
have little influence on the above conclusions
reached, particularly regard;ng the distribution of
the supplemental grant monies and dependence on same
for support of the collaborative effort.
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3. Policy Considerations on Revecnue Sources Obtained to Support
The Collaborative Effort - S

a. If the supplemental grant is to continue, it is
suggested that monies could be distributed based on a
formula that reflects program size and other variables.
This could greatly contribute to an equitable means
of allocating supplemental monies among the programs.

b. Programs could be encouraged to begin saligitiné
sources other than the supplemental grant for support
of the collaborative effort. Suggestions are:

- recoghition as a provider of health services by
the local/state Medicaid agency, whereby third
party monies accrue directly to the demonstration
project. These monies can then be reprogrammed or
earmarked for subsequent EPSDT health and support
related services.

- where provider recognition is not possible,
programs may be encouraged to reach agreements
with local health providers (which are recipients:
of third party revenues) to share in any monies
they receive as a result of services rendered to
children of the local projects. As in the above
situation, these monies can be used for future
LPSDT services

- implementation of direct patient payments (for
non-Medicaid eligible families only) predicated
on a sliding fee scale system which takes into
account the family's ability to pay

= solicitation at the local community level to
attract monies from the private sector, e.qg.,
sponsorships, contributions, loans, etc.
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B. SOURCE OF EXPENDITURE FOR IHEAD START/EPSDT COLLABORATIVE
EFFORT (TABLES MVIII AND XI) ;

The expenditure form was used to collect information on the aiaﬁnt
of monies expended by the demonstration projects in support of

the collaboration effort. The form was also designed to assess
the per child cost of screening and treatment and related suppor-
tive and administrative services. Information feéorted was for

the period July 1, 1974, to June 30, 1975.

There was wide dispafity in reporting among the demonstration
projects regarding the expenditure form as com§aréd to its counter-
part--the income form. It appears that most projects did not
understand that the amount of monies reported as available for

the collaborative effort (reference Table XVII) was directly
:elated tDitha amount of monies that could be expended on the
effort. 1In fact, many projects reported more monies expended

than were actually available.

Because of the lack of data and, in some instances, its unrelia-
bility, it was not posgible to undertake the kind of analysis
anticipated. Therefore, no conclusions can be drawn relétive to
the cost impact of the llead Start/EPSDT CollabgrétiGE Effort for
the universe of 198 projects. However, for those projects re-

porting, the available data on the dispersion of these costs are

summarized in Tables XVIII and XIX. Conclusions and recommenda-
tions as to the findings also follow, but are limited to the

universe of projects reporting.
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Information -by region, state and project concerning the source
of expenditure for the collaborative effort, e.g., Head Start/
EESDi (supplem@ntai grant), cash contributions, in-kind contri-
bution, etc., is presented in Table XVIII. The table further
summarizes the total amount of expenditure from all sources for

each region, state and project.

Monies expended by the demonstration projects on the collaborative
effort (including EPSDT payments to providers, as estimated by
the projects) are categorized into three major groupings in

Table XIX:

. Direct Costs
Supportive Cost
. Administrative Costs
This table further provides the per child cost of EPSDT services,
by dividing the universe of children served into the total cost

of all services rendered.
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Definition of Terms

Direct Costs refers to those costs which are directly attributable

)

to services rendered to children and their families participating

in the HéaawSE@:E[EE%DT_égquam, e.g., wagés paid to staff per-

sonnel directly involved in administering medical services, cost
of supplies (prostheties, pharmaceuticals, etc.) used in the

course of rendering health services, etc.

Supportive Costs refers to those costs which are necessary to

ensure quality and ongoing services to children and their

families, e.g., wages paid to staff pe:sqggfwhgra;ernqtﬁdiréét;y

involved in EPSDT medical treatment, but who perform functions

which induce better or continuing patient services, such as
outreach, EPSDT staff training, etc. The cost of providing
transportation to and from the clinic setting would also be

germane to this category.

Administrative Costs refers to those costs which support overall

Head Start/EPSDT operations, but which are not associated with

direct medical services to the collaboration participants,

e.g., wages paid to Head Start/EPSDT administrative staff, cost
of transportation, materials, etc., which are attribritable to

EPSDT administrative functions.
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‘1. 2nalysis of Findings (Table XVIII)

Projects reported that they spent a total of $656,383 on the
collaborative effort. As expected, the majority of theue

m@nias, $496,GS7A(76%), came from the Head Start/EPSDT supple-
mental grant. Other federal dollars in the amount of $68,591*
paid for 10% of health ané related EPSDT services Pﬁovided to
children, thus representing the second largest expenditﬁre source
in support of the callébcratién. Contributions from other scuréés
were significantly less. Exhibit VII provides data on the amount
of contribution by expenditure source and its distribution as a

percentage of the total.

Tntéréstiﬁgly, EPSDT Medicailid was rarely a source afhfﬁnds used re-
garding health services to all Head Start/EPSDT participants. Figures
show that only 6%, $41,858, was used for health and related services
from this source. This may have been a result of under-reporting by
the projects. However, Medicaid's participation as a funding source
iﬁé:eases relative to Medicaid payments for services rendered to

Medicaid certified children--both Head Start and non-Head Start. This

will be explained in next section. For example, projects reported

*This amount appears unusually high and may be the result of mis-
interpretation. That is, Some programs may have inadvertently
reported expenditures from the supplemental grant under the
"Federal" category as opposed to the "Head Start/EPSDT" expendi-

. -ture category.
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EXHIBIT VII

SOURCE OF EXPENDITURES FOR HEAD START/
EPSDT COLLABORATIVE EFFORT

Expenditure Source

_Amount

T Contribution

By Source

Head Start/EPSDT

$496,087

76%

Non-Cash In-Kind
Contributions

32,062

Cash Contributions

e -

69

Federal (Other than
" Supplemental Grant

68,591

State

5,743

Local

4,529

EPSDT/Medicaid

41,858

Other

7,485

TOTAL

$656,384

Information is based
which represents 23%
in the Collaborative

NQTE:

on a total of 45 projects reporting,

of the 198 projects participating

Effort.
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SOURCE OF EXPENDITURE FOR HEAD START/E
. COLLABORATIVE ELFFORT
Table XVIII

Non-cash
Head Starkf In=kind Cash
rojocts by Rogion/State JEPSDT Ex- contri- contri- Federal State
penditures| butions butions

REGION T

Massachwsetios:
cs

Gloucostexs $ 11,325

a0 I L‘

A

Pittsfield 19,322

L
ot
ot
[Xn]

Greenfield 2,046

L
L
ot
(ks
Ak

Total 5 32,693 40

Vermont: 7
Newport $ 10,150 | i 1
Winooski 10,000 o .
Total § 20,150 ) ) . - .
Connecticut: , o
Danielson 5 9,684 5 141 o $ 13,661
Jovyett City 9,886 ,F 4,99@ .
Total 5 19,570 4,1417 1 8 13,5517
Regional Totals 5 72,413 $741%ED ) $ 40 1§ 13,661
REGION IT
cy € New York: B
32 watertoun s 8,102 | $ 1,135
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SOURCE OF EXPENDITURE FOR HEAD START/EPSDT
COLLABORATIVE EFFORT

Project by Reglon/State

flead Start
penditures

Hon=cash

Tn=kind
contri=

hutions

Cash
contri-
hutlans

Faderal

State

Iocal

| mitle Hx

ERSDT
Medicald

Other

Total
HS/EPSOT

Expend.
From All

Sources

REGION 1T (CONT)

llew Jersey:

Orange

§ 5,778 7

—

Reglonal Totals

§14,515 |

5+ 1,135

111

REGION III

Naryland:

sSulishurg

510,000

§ 225

5550

810,775 |°

Wiest Virginia:
Foanoke

§ 5,567

$ 5,567

Regional Totals

515,567

5205

REGION IV

Nigsissippi:
Starkeville

Yazoo

§ 3,800

R LALO

$12,040
_ 1

$ 3,380

191

21,520

Total

Tennessee:
Kingston

T
w2

$ 3,380

53,99

§ 33

s 120

§ 715

93,50 |

i

$ 8,063

T bma ’ I
Anniston § 7,976 5 7,976
435




IX-27
SOURCE OF EXPENDITURE FOR HEAD START/EPSDT
COLLABORATIVE EFFORT

Table XVIII (Cont'd) S 3
it 115/EPSOT

Hon=cash .
lead Start] In-kind Cash ERSDT Frgerd.

. , — e T I bt Paday T el Wodieai Ot het From ALL
Project by Regloa/Stato fEPGDT By contri- | contri- | Federal | State local Nedicaid Jthoer [ From

- q i . 12 [ iF Baiy3 ‘Jf
pendicures | butions | bublons Title KIA S0Urtes

REGION IV (CONT.)

Geargia:
Honticello 510,252 [ 5 489

AL
i
i

)
J—u
4

]
i
L
£,
|
-
s

s 320 513,239

Gainesville 13,000 300 - 713,3@?

Total 523,000 | 5 789 | § 25 § 1,513 § 640 g 320 5 26,539

Kentucky: : -
Ccrankfort  |$16,000 | 54,000 5 20,000

fegional Totals | § 74,6 9 [ § e s 3| s w0 [ss0 | |§%,8
e e et - SN E—— s aPas = S :*_-"- S SEE— VSRS (i it S e PR

REGION V

A I W
-
T
L
LT

T1linois:
Cook County $ 30,016 | 53,173

T
dat
[ o
4 nru
ey
L
A
|
[
L TR
|
1
e
[
=
|

§ 61,419

Waukegan 15,035 6,100 5 2,811 23,946 -

Total §45,051 | 59,213 § 3,254 §2,746 | 622,230 | § 2,811 |5 85,365

Wisconsin: o
Wisconsin deﬁ,_$ 5?909__ ) 7 ) ~?_<%’QDO_
Superior 5,503 ] 745,5937

fotal 51015?3___ 1 i R LR
Regional Ta;éisl -$ 55,554 | § 9,213 . § 3,254 7 %?,7%6 $22'?3Q4”,"$ "2]811 § 95,5687

\) e 4
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SOURCE OF EXPENDITURE FOR HEAD START/EPSDT

Table XVIII (Cont'd)

COLLABORATIVE FEFFORT

Project by Reglon/State

REsUT b=
penditures

Non-cash

Tn=kind
contri-

butions

fnad Stard

Cash
contri= | Federal
utions

State

EREDT
Medicaid
Title ¥IX

Dthor

Total

[5/LBSDT
Expend.
From AL

Sources

HEGION VI

Texas:
Witchita Falls

gan Antonio

Amarillo

Total

Arkansas:
Hot Springs

§ 1,49

§ 7,947

5,904

§ 2,633

s 1,000

3,553

L
—
L
[
(W1
e
g

$ 1,000

s 3,49

$ 23,404

BRERL

lou' s1ana;
Mlexandria

5 14,387

New Mexico:
far]sbad

§ 8,504

(Oklahoma:
Chickasha

§ 37,22 §

Regional Totals

5100

$dog

)

T

5108, 516 |

REGION VII

Mizsourd:
Joplin

o Kirkville
ERIC___

§ 6,175

5,627

T |

0
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IX

SOURCE OF EXPENDITURE FOR HEAD START/EPSDT
COLLABORATIVE EFFORT

Non-c

ash

In=kind

[ i o

Lutions

ri-

Cuash
contri=
but irns

Fodoral

State

Tocal

EPsDT
Modicaid
Title XIX

Other

Total
HS/EPSDT
Lxpand.
From ALL
Soyrces

VII (CORT.)

rpleton City 5 5,000 i ) i $ 5,000
Total $ 16,277 B ) $ 55 | § 16,802

Z;tgn $ 5,148 | ) $ 5,148

irard 7 52,894 $ 825 7 $4,502 75745,22i<
Total e 4é;ééz $ 825 7 7 7 54:502%- | ‘mgﬁgé;gggn

| Totals $ 54;319 é | 825 ) 7 $§,oz7 . 7§;7q;171

it el e e et st ) M S _.F,j

/111

1o )

1 Junta 5 QJ?SD, :S, ngfr _ ;W 4,4997 | ré, :%?%7 e 5,19f531

ieblo 4,825 30 10,000 B | 14,855

~inidad

Total

3,422

11,602

§ 17,822

9 |5 642

§ 37,088

| fotals

$ 9,140

17,822 | |3

5 37,08

$ 16,995

5 9,140

"$16,995]
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SOURCE OF EXPENDITC  FOR HEAD START/EPSDT
COLLABOT VD LFFORY

Table XVIII (Cont'd)

| rotal
ton-cash HS/EPSDT
had Start] T=kind Cazh EPSDT Expend.

Preject by Feglon/Skate |FTSD) Bx= | contri= | contrie | Fedoral | State lacal Nedicaid | Other  [Frem ALl
renditures | utions butions Title XIX Sources

REGION X

Oregon:

la Grande § 11,939 ; 11ﬁ9397

16,630

Fugene 43,280 | § 3,350
15,599 |

Salem 5,700 N § 9,89

(latskanic 13,331 418 15,361

|- -

Total 70,20 | §1.768 | 59,699 |

89,529 |

 Reglomal Totals | §74,230 | § 3,768 | | o§o899 ) | ”77'7$ 1,612 | _ »5_?9(529

TYED BROGRAMS

Minnesota: _ "
~ White Barth |5 By - S N D R ",_S |-

Montana: | .
" Flathead 5 8,498 57,654 | § 11,152

Nebraska:

Santee Sioux | & 5,9 § 5,92

§2,65 | §17,12

INPD Totals § 14,467

oo 06| si2,08 |8 60 | semson | s 5w [esan | saeen | 75 | 565681

1

SUMMARY TOTALS
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$61,925 in Title XIX monies available for the collaborative effort
through revenue sources. It, therefore, seems reasonable that
this amount would have been expended. On the other ﬁéna, a sub-
stantial parﬁi@n of the various screening tests, usually performed
by the health providers, may have been administered by the Head
Start/EPSDT sﬁaff itself. This would have, of course, precluded
centage of Medicaid/EPSDT expenditures. The lack of Medicaid re-=
imbursements for all EPSDT health and supportive serviceé should

also be considered.

As previously indicated, expenditures exceeded the revenue sources
available to suépart the collaborative effort. While this strongly
suggests error in reporting, the possibility cannot be dismissed
that projects may have reached beyond the revenue sources re-
ported to sustain the implementation of tﬁé Head Start/EPSDT
program. For example, some projects may have failed to EEEéft

(in the Income Sources Form) monies spent on the effort which

were not specifically earmarked for Head Start/EPSDT, but which

~were, nonetheless, used for this purpose. This would suggest

that in certain cases projects were willing to sacrifice other
program objectives or activities to ensure maintenance of the
effort. It can be speculated that many of the demonstration
projects used monies normally associated with the categorical

Head Start grant to meet the financial obligations of the collabora-

tion effort incurred beyond the supplemental grant monies available.
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Other analysis shows that Region VI expended $108,515 on the
collaborative eifort--the most reported among all regions and

IMPD programs. Regiébns I, IV, V, and X all reported EPSDT expendi-
tures in the range of $90,000. Region VII reported somewhat

less at 376;171, with Region VIII following at $37,088. Regions
III, IX, and the IMPD projects indicated expenditures from $16,000
to $17,000. The least amount reported was in Region II =~ $14,516.
0f course, much of this relates directly to the number of projects
reporting. It is, therefore, not clearly discernible whether

this trend would have prevailed had the majority of projects re-

ported.

Individually, Cook County of Chicago. Illinois reported spending
$16,419 on the collaborative effort. This was highest amony the
demonstration projects. On “he ceher nand, Nett Lake, Minnesota

repored a nominal amount of $45--lowest amang all projects.

2. Analysis of Findings (tuble XIX)

Table XIX indicates that 48% f$316,395) of all monies spent by the dem-
onstration projects on the collaborative effort was attributable to di-
rect costs. This indicates that nearly fifty cents of every dollar wéﬁt
to salaries of staff directly involved in EPSDT medical services; to

the cost of supplies used in the course of providing direct health

445



ERIC

Aruitoxt provided by Eic:

o T e e T e

T

IX-3

HEAD START/EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS;

COST PER CHILD

Total to. Gf Cost
All Children Peir
_ Costs Diroct Adain. ved Child
REGICH 1
Mass '
Gloucestar 511,325.00 | 5 9,826.00f § 1,250.00] * § 442.00 213 s 51.00
Pittstield 19,361.97 5,214.77 8,522.71 5,624 ,49 160 121.00
Greenfield 3,746, 39 2,866.41 533.65 ] 216,33 ERI; 12,00
Total $34,433.% | $17,707.18{ $10,406.30 5 5,310.82] 083 § 50.00
1 V'\r'é;‘flﬂorﬂt: -
, Newpozt 510,150.00 | % 2,000.00] $ 7,226.96 $ 223,04 18l $ 56.00
Wirgoski 10,000.00 | 4,735.10]  1,000.00 4,203,600 240 | 4100 |
Total 520,150,030 *a 5,736.10 8 5,7335.94 ) 123 s ?S,'m—,
t:—:t_irnﬁe;t:ktri%ut:v V 7 V

T

Danie lson
Jawutt City

__Total_

Regional Totals

T T T

—

T

i

Ei'JZIVEﬁV Ii
Mew York:
Waker town
How Jersey: ‘

grange

1

§9,237,3 | $2,319.09 | § 866,63 | $ 6,061.57 216
§5,278,3L 1§ -0- s -0- | 35,2781 102

s 4300

s 18.07

i § ey i ST

#14,515.70

Reglonal Lot

cera 32 o, = raem

IUF;G'DKI 1

Maryland s
Salishuag

Virginia:

Roansho

Tatal

510,776, 80

5,567.20

Heqional Tot

]
+

2,871.00

5,507,20

FOAQ.OO

5 10.00




DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD

Table XIX (Cont'd)

Total Cast
All Per
L Conts | Direot CSupportive Adnin, Child
- = s o = e s L L_g L

REGION IV

Missisguippl:

: 29.07

LA
[
o
Falt
=
=
-
]
%

.SBtarkeville $12,040.001 S 5,228.00 $ 3,830,

Yazoo ' 21,520.00] 18,427.09 3,093.. - e 447 47,00

Total 533,560.00 s523,5655.00 56,981, § 1,922,000 560 5 39.0%

Tennessoo

Eingsion $ 8,062.45 5 4.149.17 §2,335.47 $ll}§79iéi 226

Alabama:

Carrallton 5 7,975.70] % 7,L09.70{. § 866,00 5

Georgia:

Monticello -, £ 513,239.01 $11,580.01 5 1,439.00 3 220,00 68 5195.00
}f 1 s

2,772.00 5,977.00 ‘4,551 .00 ann 15.00

Gainesville - 13,300.00
Total $4,771.00 968 § 27.00

$26,539.01 £14,352.01 $ 7,416.00

Kentucky:

Frank fort $20,000.00| $17,563.00 s1,18.00] 1,530 § 13.90

566,878

$96,137.17

510,467 .62

Illinois:

Cook County $61,419.00 £45,812,090 38,342.00 $ 7,205.00 652 1 s a4 .00

Waukegan 23,945.00 7,617.00 9,298.00 7,011.060 226 | 10a.00

t Total g15,3165.00 £53,429.00 517,040,400 214,290 .00 R78 5 57.00

Wizconsin:
Miadison § 5,000.00 51,180.00 § 3,700.00 s 120.00 508 5 10.00

Superior, 5,50%.00 -0- 5,50%.00 357 | 1n.00

5107,503.00

Tolal S 5,62%.00 1065 s 1000
= = Sy = e il oy T = iy Pl = = =

§21,340.00 2,919.00 1,943 qJ s 49.00

Regional Total:

i)
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HEAD START/EPSDT DIXPENDITURES RE: -
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD

Total ’ tln. Of
All Children

7,"”“‘1, .

b , AU
e - i T | Bl i & odided

areive Admin,

REGION VI

Texan:

i
i
3
e
¥
o
L]
2%
w0
—
[%]
—
w
[
=
il
W
Ll
"
Lt
L]

Witcihiita Falls 3 07,946.57 5 04,436.92
Zan fotanio 5,901.05 5,000.00 737.55 106.50 732 £.02

Amarillo 9,553.00 5,000.00 2,108.29 2,445.00 732 13.07%

Teigal §21,403.62

$ 3,200,001 | 5°5,806.62] 1,072 s 14.70

Arkan

134 5184,.20

R e e s S

Hot Springs

$24,278.84 5 8,252.16 3 115.C0

Louisiana:

e

Alexandria 550,00 | % 3,251.00 741 5

%14,397.00 210,586.00

Noew Moxico:

Carlshad

‘w
a
=
W
o]
!
"
-
-
R
L
P
pon ]
)
(%0
B
el
¥
I %3
=]
i}
—
wre
A
1 s
Tadk
¥

295,00 189 4 5 4L.70

Ok laheomas

tatenga $37,242.00 | § 5,000.00 | $ 8,050.00 |S24,192.00] a1 | 364,00

v R,.0n

$43,275.64 £14,82231.1% 6 N

KEGION VII s

Missouri:

s 4,157.13 |3 3.¢0 128

Lk
==
I
!
]

6,175.0

L
e
It

[
—
L
]
~d

L

Joplin

Hirkville L,627.00 627.00 3,146.00 1,854,00 137 41,00

d

,,‘
|
"

4y

L

Appleton ;000

e

5 16,802.00

s gy e

Total

Blimsas:

40.00 504,374,321 % 731.03 264 & 19.00

At

Horton

20,862,000 21,154 .00 7,d0h,00

3.3 |5 3,110.03 ann LD,

ERIC

Aruitoxt provided by Eic:




IX- 35

_ HEAD START/EPSDYT EXPENDITURES RE:
DIRECT, SUPPORTIVE,. AND ADMINISTRATIVE COSTS; COST FER CHILD

Table X1X {(Cont'd)

Mo. Of
) | Children
e RlEeet : puil
REGION VYIIL
’ -C@lafafim
La Junta 2 10,u21.00 z 10,488.02} § 143.00 5 -0- 205 s 52,00
Puablo 14,855.00 10,00G.00 3,200,720 955.00 157 42.00
v Trinigid 11 ,.7&7017.'1\) 1,€09. -er 148  E(LON
Total | 5 37,088.00 2 02,564.49 707 |$ 52,00
T RPGION 1% —
Hawaii:
o Vﬁ‘auai ) ) 75 lg,%gg:,DD § 6,626.00|3% 8,502.00 § 1,8537.90 150
, Pegional Totals 3 16,095.00 3 h,G:EE 00 ﬁ ?,Eﬂz 0o £ 1,807,031 128
RF.‘L%IéN Visi B o
5 11,938.94 § =0= 5 161.25 311,777.69 49 £244 .00
Eugene 46,629.6G5 15,782.65 11 ivG’D,liDD 19,246.00 222 210.00
Salem ) 15,599.00 5,500.00 9,175.00 924.00 326 44d.00
Clatsxuanie . }S, L} 00 7 I'x‘ 176 GO | 3,1 45,00 =0~
Total 757 5, 5 5 331,458.65 $31,247.69
7 7 F 56,65 " 3)7,7%’%1 .’(q
Minnoaota: 3
White Fartb G 4.5 5 =0- 5 14,05 v -0 { =
e R, S = — ! B S— e R [ S ——
Moantana:
‘ ~ Plav Heod ar I'l." o 10,7234.00 B _ B $;<
l‘mbra".}:.v(:
o '1jr:l;rsur’_{ 7 o 5
7 GRALD 1Y %00, 1R, PEA LT
p e e bl aiingie i =i
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services; and to other areas directly ascribable to health ser-
vices rendered to EPSDT participants. This finding supports a
prévigué statement relative to the project staff administering

direct health services and thereby, contributing to the low per-

EEﬁtagé in the use of Medicaid/EPSDT dollars.

Further analysis shows that a considerable share of monies spent
was for supportive and administrative activii;e5=-$l76,414 and
$163,570 respectively. Thus, 27 cents (27%) of every dollar was
spent on supportive activities and 25 cents (25%) of every dollar

went toward administrative functions.

Tt seems that adequate monies were generally provided by the project
~toward the objective of having Head Stzrt assist the EPSDT pro-
gram in delivering health-related supportive services to Medicaid
eligible children in the community. Administrative costs, however,
seem to be disproportionately high when considering the major
objective of the program: to reach and provide EPSDT services
to as many Medicaid eligible chilaren as possible. _This may be
the result of requisite start-up activities for the program, e.g.,
staff orientation to EPSDT, meetings between Head Start staff and
local Medicaid/EPSDT agencies, familiarization with and completion
of data survey instruments, etc. by comparison, there were, of

ourse, difference among regions and IMPD programs regarcaing the

450




distribution of direct, supportive, and administr.tive costs and
its proximity to the aggregate distribution of the universe
(reference Exhibit vIII). For. example, Region II reported that an

inordinate amount of monies, approximately 75 cents of every

I~
®

aving very few

dollar, was spent on administfativa tasks, 1
monies for other services. Conversely, the IMPD projects indi-
cated that nothing was expended for administrative activities.
Rather, 96% of all expenditures were for direct services, Qiﬁh

~ the femainiﬁg 4% going to supportive services. In this instance,

it must be assumed that there is some error in reporting, since

it is highly improbable that such a low percentage of administra-

tive expenses would have been incurred.

A high incidence of direct services expenditures was also preva-
lent among Regions IV, V, and VIII-70%, 75% and 71%. Region I
reported a low of 16% for direct services. The remaining regions

averaged around 40%.
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EXHILIT VIIX

DISTRIBUTION OF HEAD START/EPSDT EXPENDITURES RE:

DIRECT, SUPPORTIVE, AND ADMINXISTRATIVE COSTS

Region

_Direct |

Supportive

Administrative

I .
% Distribution

100%

32,597
35%

36,391
39%

25,113
26%

1T 14,515 2,318 867 11,330
% Distribution 100% 16% 6% 79%
ITI 16,342 8,438 3,156 4,748
% Distribution 100% 52% 19% 28%
v : 96,138 66,830 18,851 10,457
§ Distribution 100% 70% 20% 10%
v 95,868 54,609 21,340 19,919
% Distributicn 100% 57% 22% 21%
VI 108,516 43,277 14,823 50,416
% Distribution 100% 40% lasg 416%
VIT 70,171 25,355 39,609 5,207
% Distribution 100% 36% 56% 8%
VIII 37,088 26,449 8,075 2,564
% Distribution 100% 71% 22% 7%
IX 16,995 6,626 8,502 1,867
% Distribution 100% 39% 50% 1180
X 89,529 33,459 24,122 31,948
% Distribution 100% 37% 27% 36%

IMPD
% Distribution

17,121
100%

Q

Aggregate Total | :
% Distribution § .  100¢

16,442
96%

452

163,569
25%
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NOTE: Information is based on a total of 45 projects reporting,
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In the supportive cost category, Region VII was highest, with
expenditures amounting to 56% of the total. Region IX and I

then follow with 50% and 39% respectively. With the exception

of IMPD pragram;i>Regi@ﬁ IT was lowest in support serxvice gx@égdi—
ture with only a 6% allocation and Region VII was moderately

low at 14%. Other regions expended 20% or more for supportive

service activities.
Administrative expenditures outside of Region II ranged from

indicated considerably lower percentages at 8%, 10%, and 11%.
An average of 28 cents for every dollar was spent by the remain-

ing regions, I, III, V and X, on administrative duties.

The average annual per child cost among all regions and IMPD pro-
grams was reported at $45.00. This figure appears to be extreﬁaly
»1Dw since the national annual per child cost of health services

to AFDC Medicaid recipients was assessed at $165 per child* Again,
one can speculate that the low average may be attributable to
under reporting by the demonstration projects of monies used to
support thé collaborative effort. 'This, of course, bears directly

on the per child cost of health and related services.

*This figure was taken from Health Start: Final Report of the
Evaluation of the Second Year Program, December 1973. pg.
VII-1l4. The calculation . .s based on information from
"National Health Expenditure, 1969-1971, "Social Security

Bulletin, January 1972. -
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Reporting among pii'e;ts regarding per patient cost varied con-
siderably. Data from Table XIX.shows that per child cost of |
health and related services for Head Start/EPSDT ranged from:

eight dollars to $264.00 among the various projects. These amounts
were reported by Opportunities Development Corporation of San
Antonio, Texas and Opportunities, Inc. of Watonga, Oklahoma, re-

spectively. Both these projects are Region VI affiliates.

The IMPD programs indicated the highest per child cost at $132.00.
Regions X and IX followed, reporting $120.00 and $108.00, respec-
tively. The lowest per child cost was reported by Region III -

$18.00

Data from Table XIX also shows that considerably low per child
costs were reported by Regions IV and II - $25.00 and EQS.OO The
remaining regions (I, VI, VII, and VIII) reported amounts closer

to the overall average per child cost.

3. Conclusions

a. DExpenditures for Head Start/EPSDT varied from project

to pr@jééﬁ; about 75% of the total TuSHT expenditures
for all regions and IMPD programs osiginated from
the Head Start/LPSDT supplemental grant. Contributions

from other sources were minimal
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b. Medicaid/EPSDT only accounted for 6% of all EPSDT
expenditures. It appears that many projects are
providing requisite EPSDT screening services to
collaboration participants themselves. Lack of pro-
viders, failure to reimburse for certain services -
in accordance with the EPSDT state plan. et al. may
be contributing factors to the low percentage of
Medicaid/EPSDT expenditure’:.

c. Analysis of the data indicated that programs ex-
tended beyond the supplemental grant to support the
collaborative effort, which suggests that the
supplemental grant alone was not stvfficient to sus-
tain the implementation of Head Starc/EPSDT.

~d. Overall, 48% of all dollars expended by the demonstra-
tion projects for the EPSDT program was for direct
“ health services, with 27% and 25% attributable to
supportive costs and administrative costs, respectively.

e. Projects allocated adequate monies for supportive
services to satisfy the objective of soliciting as
many Medicaid eligible children as possible for
participation in the program. But it appears that
more discretion could have been exercised regarding
the relatively high cost of administrative services,
in view of the overall.objective of reaching and
serving as.many children as possible.

f. Per child costs fluctuated considerably among the

projects. The average per child cost, however,
was assessed at $45.00.

a. The demonstration projects could begin to take a
serious look at where they are spending money
relative to fullfilling the objectives of Head
Start/EPSDT. Certainly if one of the primary objec-
tives of the program is to reach and provide support-
ive services to Medicaid eligible children, then
programs must identify, within the total program
concept, the monies needed to accomplish this ob- "
jective. Thus, it is likely that more should be
spent in this area. Expenditures in other areas
of less priority could, by contrast, be held to
a mihimum.
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b. Programs could begin to become more cost conscious.
They could consider alternative ways of monitoring
EPSDT expenditures other than by line-items ex-
penditure, particularly in light of emphasis (in
the second year program) on projents qualifying as
vendors for third-party reimbursements. In negotia-
ting EPSDT purchase.of .service agreements, many
state and/or local Medicaid agencies require that
costs be stratified by direct and administrative
services. 1In some instances, a determination of
supportive costs is requested. This is done for
purposes of the state ascertaining the services
for which they will reimburse. A consideration,
therefore, is that projects would adopt a system
which begins to meet this need, Such a system not
only provides a means for identifying costs '
for reimbursement requirements, but can also
be useful as a management tool for budgeting and
planning purposes. Moreover, it provides management
with the requisite information as to dollar spending
relative to program objectives and further establishes
the parameters necessary for any decision-making as
to the most cost-effective approach for reaching
these objectives.

¢. In light of the uncertainty of future collaborative effort
funding, stronger emphasis will be placed on programs to
take full advantage, wherever possible, of all Medicaid/
EPSDT reimbursable services. Programs could also be
encouraged to make every attempt to secure vendor re-
cognition.

d. Because of the unreliability of c@st/reveﬁﬁe,data,
more emphasis could be placed on the retrieval of this
information in the proposed second year evaluation,
particularly in light of the programs poor response
rate and apparent misunderstanding of what was re-
quested. A closer look at the impact of EPSDT Medicaid
dollars on the collaborative effort might be a key
consideration. o
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o LICATD INVOLVEMENT IN THE PAYMEWT OF EPSDT SERVICES
10 MEDICAID CERTIFIED PARTICIPANTS ' '

Data from table XX presents information concerning

Medicaid's involvement in the payment for EPSDT services

received by Medizaid‘cartifieé participants. Information is
arrayed by the particular health service category for Head

Start and non-Head Start enrollees. Reporting is based on
information obtained from the Health Care Encounter Form

relative to the 24 selected projects. No attempt was made,
here, to assess the dollar value of Medicaid payments, és this
infarmatianlaculd not be retrieved from the aforementioned form.
Rather, the data focuses on the units of health ser&iges received
by Medicaid ce?tifiea participants in which !Medicaid was involved
as a pavment source. This fiﬁding ig then expressed as a
percentagc o t. ... of units of health services received which

were paid for by Medicaid, in whole or part.

1. Analysis of Findings

Data indicated that 51% of all health services received by the
iledicaid certified population=-both Head Start and non-Head
Start participants--among the selected projects was paid for,
in whole or part, by Medicaid. Surprisingly, non~Head Start
children had a greater percentage (63%) of their health

services paid for by Medicaid than did Head Start children (50%).
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Health“
Service

ST £ BN
LAmhD

MEDICAID INVOLVEMENT IN THE PAYMENT OF UNITS OF EPSDT SERVICES
POR MEDICAID CERTIFIED PARTICIPANTS BY HEALTH SERVICE

i Total

nits of
Kervices
Received
3y Med, |

Units of Services

Received by Med,
Cert. Children

Units of Service Paid fot
by fledicaid-

Children

Medinal

3,900

cortified”

NHS | Yes No

Dental -

3,298

© 2,970

Yas

457

319 -

No

19

H& ‘

4 of Services Re-
ceived Paid for
"1 by Medicaid

97%

lental

1,428

1,406

22 206

Nutritional

Total

3,430

12,056

3,001

10,801

HOTE:

Figures do not represent numbers of Nedicaid
“children receiving health services. Rather,

they represent the units of health services
veceived (vithin each category) by Medicaid

certified participants.

17

422

467

234

verage:
4 for
B8 & RHS
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This followed throughout each of the major categories of health
service, with the exception of nutritional serzvices. It is
speculated that this trend was a result of less contact by the
programs with the non-liead 5Start certified children regarding the
full range of EPSDT mandated services and/or the probability of
needed follow-up treatment. HMedicaid in many instances does not
reimburse :nr the full range of health services. Because Head
Start Medica d childien are more likely to be the recipients

of total health services as opposed to non-Head Start Jledicaid
certified children, the greater the possibility becomes for

Medicaid not to be involved i ne payment process.

Data also indicates that Medicaid was most responsive in
participating in the payment for medical and dental services
administered to lledicaid certified children. Iledicaid's

inve  vement as a pavment source in these areas was reported at

i

i

85% and 76%, respcectively. On the other hand, ledicaid's
involvenent in the payment for mental and nutritional health

services was considerably low at 15% and 4%.

2. Conclusions

a. While the cffectiveness of LEPSDT tedicaid in terms of
its dollar contribution to the collaborative eflfort
cannot be assessed, it is concluded that the Head Start
projects were reasonably effective in involving
ledicaid in the pavment of reimbuisable services
in accordance with their respective EPSDT State Plans.

b. EPSDT Medicaid as a viable source for the payment of
liedical and Dental services appears adequate, but
falls c¢onsiderably short fcr the payment of mental
health and nutritional scrvices.

O
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Policy Considerations

b.

llead Start projects could be encourag. , wherever
possible, to maximize their efforts to involve Medicaid
in the payment of FPSDT services, particularly where
such servicos are reimbursable according to the EPSDT
Gtate Plan

Projects could also be encouraged to negotiatc with
staté/local Medicaild agencies for reimbursement ratcs
which more reasonably. reflect the actual ccsts or the
going community rate for providing EPSDT seivices,
This could possibly increase the number of Medical
providers willing to participate in the EFPSDT effort
who were reluctant to do so before because of low
remunerati o (from Medicaid) for services rendered.

Projects could be encouraged to negotiate

with state/local Medicald agencies for reimburscment
for the full range of EPSDT services provided. e.g.
supportive services such as transportation. This would
reduce the cost to Head Start for the implementation
and maintenance of the collaborative effort and allow
these dollars . be repnrogrammed for other priority
considerations lative to the collaboration.
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D. ASSESSED VALUE OF HEAD STACIT/EPSDT HEALTH SERVICES TFFOR
SELECTED PROJECTS

Information obtained applicable to the asrossed value of sorvices

regarding medical, dontal, mental health, nutritional sorvice

w

F

rots e

]

gt

etc., proved to be unreliable. Most proj perienced dif=

m
@

ficulty in providing this information. There was apparent con-

fusion among the demonstration projects as to the exact meaning

essed value of services.

of as

o

p

To ' ighlight this confusion in this area, one project reported

the assessed value of all services received at over $4,000,000.
This was more than the total amaﬁnt repcrted by all other selected
projects combined. Other projects also reported unreasonable

amounts.

Information germane to this arca was obtained from the Health

Care EBEnccuia:or Form for the selected projects. The assessed

]

be reported as the cost that would

L.,

i

value of services was tc
normally be incirred by llecad Start for the provision of EPSDT
hEalthASEfViCES to Medi:aié certified c¢hildren. This amount,
which would presumably exceed the total amount of monies paid
kv Medicaid for reimbursable EPSDT services, would constitute
the additional dollars neceded from Medicaid to support the col=

laborative effort.
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Conclusions

With the apparent confusion/difficulty most of the selected

projects ha in gathering information on the assessed value of

Head Start/EPSDT services, there were no discernible cvonclusions

reache on this aspect of the study.

Policy Considerations

a. Becausc of the apparent confusion caused by the

e crminology as "assessed value of
2 rvVic : = ggested that this phrase be
dropped for pu poses éf the proposed second vyear
evaluation. Rather, it seems only necessary to
regquest the demonstration projects to report the
anount of monies they spend. beyond those reimbursed
by Medicaid, on EPSDT services renderea to Medicaid
certified participants. This will serve to indicate
the total amount of monies needed from Medicaid to
fully support the collaborative effort relative to

the Medicaid certific . population.

b. While most projects do not maintain their accounting
raecords in this manner, it should not be difficult
to ecollect this information. An accounting of the
ices received by the Medicaid certified children
and the related reimbursement reates allowed by Medicaid
for same would form the basis for calculation. This
information could be retrieved from earch of the demon-
stration projects via the propos ed revised End-of-Year-

Status owrm.

c. Where site visits are made, a morce intensive look at
the recordkeeping systems and the respective reimbursc-
ment plans could be conducted to rotrieve this infor-
mation.
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